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SURGICAL COURSE OF THE URETER. 


By Byron Rosrnson, B. S., M. D., Cu1caco, ILt., 


Professor of ety Surgery in Harvey 


As a simple method to comprehend the special course of 
the ureter I shall divide it into six segments. It is neces- 
sary in clinical work, for diagnostic and surgical interven- 
tion, to know exactly the position and direction of each ure- 
teral segment. The various segments of the ureter lie in 
different planes. For convenience of description and prac- 
tical application we assume the following segments in the 
course of the ureter: 


URETERAL SEGMENTS. 
I The renal segment (Pars renalis). 


Il. The lumbar segment (Pars lumbalis). : 
III. The iliac segment (Pars iliaca). 
IV. The lateral pelvic segment (Pars pelvina later- 


alis). 
V. The pelvic-floor segment (Pars pelvina planus). 
VI. The vesical segment (Pars vesicalis). 
The course of the above six ureteral segments have 
reference to direction, to adjacent organs topographically— 
not to a difference of ureteral function and structure. 


THE RENAL SEGMENT. 

PARS RENALIS.—This segment consists of ureteral 
calices and ureteral pelvis. It includes in general that por- 
tion of the ureter in contact with kidney and the internal 
surface of the distal renal pole. It extends from the proxi- 
mal end of the most proximal calyx to the proximal ureteral 
isthmus or neck, which, however may be located a consider- 
able distance from the distal kidney pole. It is the peculiar 
proximal end of the ureter located mainly within the sinus 
renalis or renal pocket passing thru the hilus renals and lving 
against or in a groove of the median surface of the distal 
renal pole. The renal segment of the ureter, the calyces and 
pelvis or the proximal end of the exit duct of the urinary 
apparatus is directed essentially distalward in its course. 
The renal segment lies about on a level with the distal half 
of the kidney. 

The ureteral pelvis is a round elongated oval sac, whose 
convexity is projected proximalward and medianward. The 
ureteral pelvis as it extends distalward also gradually passes 
obliquely medianward, in order to pass the distal kidney-pole 
which projects toward the middle line. The proximal uret- 
eral end is not free in its course, but firmly bound in position 
by a rich collection of fibro-areolar tissue. This rich bed of 
tissue surrounding the ureteral pelvis fixes it and frequently 
becomes almost pathologically extensive, thus presenting 
difficulties in dissecting it free. The main course of the 
renal segment is distalward, with slight dorsalward and me- 
dianward directions. The renal segment lies on the proxi- 
mal end of the psoas muscle, separated by a strong fascia. 

The course of the renal portion of the ureter is markt 
by the direction of the proximal major arm of the calices, 
while the distal major arm of the calices appears as a lateral 
tributary to the ureteral pelvis. 

(2) In practice the important point in the ureteral 
course is the proximal urteral isthmus or neck, the flexion, 
kinking or traction or compression of which produces more 
or less obstruction to the urinal stream with consequent 


hydronephrosis and obstruction of calculi. Frequently the 
proximal ureteral isthmus or neck will admit a knitting needle 


Why 


SY 


\ 


Fig. 1. The special course of the ureter is presented in this 
plan by means of straight outlines and angles. The illustration is 
% life size. The relative distance of the ureters from each other and 
from kidney to bladder is noted. They begin at the kidneys 3% 
inches apart (A. B.) and end in the trigone 1 inch apart (Q. R.) The 
important landmarks in the separation of the ureter are: A. B., the 
ureteral orifices are separated 3% inches. C. D., the proximal ureteral 
isthmus are 3% inches apart. E. F., at the proximal arterio-areteral 
crossing, is separated 3 inches. G. H., at the middle arterio-ureteral 
crossings, is separated 2% inches. It is the beginning or proximal 
end of the iliac segment of the ureter. I. J., the distal end of the 
iliac ureteral segment, is 3 inches apart. K. L., from one ureteral 
elbow to the other, or from one ischial spine to the other—planum in- 
terspinosum—is 344 inches. M. N., the level of the os uteri internum, 
is separated 2% inches. O. P., the level of os uteri externum is sep- 
arated 2 inches. Q. R., the distance between the distal ureteral ori- 
fices, is 1 inch (resting bladder, distended it may be 4 inches). From 
the os uteri internum (M. N.) to the distal ureteral orifice (Q. R.) 
is 2 inches. The 6 ureteral segments are: A to C, renal; C to'C, 
lumbar; G to I iliac; I to K, lateral pelvic parietal; K to Q, pelvic 
floor; Q, vesical. 


only and hence this narrow lumen in nephroptosis is more or 


less compromised. The length of the course of the renal 
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segment would perhaps average three inches. On account 
of the erect attitude of man the right long renal artery allows 
the right renal segment to pass more distalward than the 
left and hence the course of the right renal segment, calyces 
and pelvis, is not precisely the same as that of the left. In 
quadrupeds the right kidney is more proximalward than the 
left, being more oblique. From the proximal end of the 
major calyx to the proximal urteral isthmus the course of 
the ureter is practically extended straight, making a direct 
urinal channel. The renal ureteral segments are separated 
about 344 inches. It is freely mobile in its course: a, ven- 
trally ; b, medially ; c, proximally; d, distally. Its motion is 
limited lateralward or dorsally from the length of the vasa 
renalia and the fixt dorsal abdominal wall. 


Il. THE LUMBAR SEGMENT. 


PARS LUMBALIS URETERIS.—The lumbar scg- 
ment extends from the proximal ureteral isthmus or neck to 
the iliac segment (Pars iliaca ureteris). In general the lum- 
bar segment extends from the distal renal pole to the iliac 
artery. It is the proximal end of the ureter proper. In the 
whole course of the ureter the most important part is at the 
junction of the renal and lumbar segment, the proximal 


View of the ureters on the dorsal wall, with relation to 
(11), proximal; (8), middle; (15), dis- 
Tr. Trigone. The uterine fundus is 


Fig. 2. 
vessels and tractus genitalis. 
tal .arterio-ureteral crossings. 
drawn in distalward. 


ureteral isthmus, i. e., at the neck. Its course is distalward 
and markedly medianward, lying on the psoas major (and 
minor) as on a bed separated by a strong fascia. On ac- 


count of its length (about 4 inches) its course is plainly di- 
rected medianward as it shimmers thru the dorsal peri- 
toneum. The course of the pars lumbalis ‘s not bilaterally 
symmetrical on account of the longer right renal artery and 
the extensive space ocupied by the liver, which force the 
right kidney distalward; hence the right pars lumbalis 
ureteris will be directed more obliquely medianward than 
the left. This obtuse obliquity with the psoas accounts for 
the fact that the right ureter is half an inch shorter than the 
left, this shortening occurring in the right pars lumbalis. 
The right lumbar ureter also presents a greater curve in its 
course than the left. The concavity of the lumbar ureters is 
directed externally lateral. 

If the two lumbar ureters are viewed as they lie on the 
dorsal wall the course of approach is quite gradual and they 
appear not far removed from a straight line. The lumbar 
curve is most accentuated at its proximal half—at the ure- 
teral neck. 

The distal lumbar ureters are quite parallel, and course 
about 1%4 inches from the middle line, or separated 2% 
inches from each other. The course of the lumbar ureters 
correspond to the external tip of the second and the ventral 
surface of the third, fourth and fifth transverse lumbar pro- 
cesses. The lumbar ureters begin proximally about 3'4 
inches apart and end distally about 214 inches apart. Their 
bed is loose, mobile, areolar tissue lying between the psoas 
muscle and peritoneum. The lumbar ureters course in the 
lumbar ureters. In the beginning of the course of the lum- 
bar segment the lumen of the ureter is constricted—the prox- 
imal ureteral isthmus; in the middle the lumen is dilated— 
the lumbar spindle; at the distal end the ureteral lumen is 
constricted—the middle ureteral isthmus. The lumbar seg- 
ment of the ureter corresponds in its course to the plane of 
the dorsal abdominal wall. It is extremely mobile in its 
course medialward, lateralward, ventralward, proximalward 
and distalward. It is fixt dorsalward. 


Ill. THE ILIAC SEGMENT. 


PARS ILIACA URETERIS, OR FLEXURA ILI- 
ACA URETERIS.—This segment of the ureter, about an 
inch in length, lies in cantact with the iliac vessels. It is 
an important segment in the course of the ureter as it is the 
part nearest to the ventral abdominal wall, and hence may 
be accessible to palpation. The ureter may lie on the common 
iliac, on the external and internal iliacs, or, as it frequently 
the case, the ureter lies on the bifurcation of the common 
iliac, and distally drops between the’ forks of the internal 
and external iliacs. I have termed the point whence the 
ureter crosses the iliac artery the middle arterio-ureteral 
crossing, or flexura iliaca ureteris. At the middle arterio- 
ureteral crossings the ureters diverge from their course later- 
ally and may be separated 3% inches. 

The middle arterio-ureteral crossing is an important 
point in its course, as here the ureter possesses an isthmus, 
a constriction, which may obstruct a calculus. The pars ili- 
aca ureteris or flexura iliaca ureteris, corresponds in direction 
and in position to the sacro-iliac joint; however, like other 
mobile viscera, it varies considerably as to the exact segment 
of the iliac artery which it crosses. In spare bodies the iliac 
segment of the ureter shimmers in its course thru the dorsal 
peritoneum like a white band. The flexura iliaca ureteris 
makes an angle of about 140 degrees as it crosses the iliac 
artery. 

The course of the iliac segment changes from that of 
the lumbar in two directions, viz.: (a) the iliac segment di- 
verges lateralward ; (b) the iliac segment may angulate it- 
self over the iliac vessels producing a ureteral angle of about 
135 degrees with its concavity directed dorsalward. Both 
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the constriction and flexure in the course of the iliac segment 
of the ureter may offer obstruction to ureteral stream or cal- 
culi. The course of the iliac segment is relatively fixt. It 
may be displaced lateralward, ventralward and medialward 
to certain limits. It is practically fixt in its course as re- 
gards proximalward, distalward or dorsalward movements. 
Any displacement of the course of the iliac segment is liable 
to rupture the arteria ureterica media, with consequent dam- 
age to ureteral nourishment. It is surrounded by lymph 
nodes which may hypertrophy and compromise the ureteral 
lumen. 


IV. THE LATERAL PELVIC SEGMENT. 


PARS PELVINA LATERALIS.—The lateral pelvic 
ureter or the pelvic parietal segment of the ureter extends 
from the iliac vessels to the ischial spine or from the flexura 
iliaca ureteris to the ureteral elbow. It courses in a bed of 
areolar tissue between the muscles of the lateral pelvic wall 
and the peritoneum. It is practially parallel to and corre- 
sponds to the configuration of the pelvic wall, being more in- 
timately associated with the peritoneum than any other vis- 


Fig. 3. A illustrates the position of the ureters (7, 7), during 
vaginal hysterectomy. B. Relations of ureters to tractus vascularis 
and tractus genitalis. The uterine fundus lies dorsalward. 

Arterio-ureteral crossings; (11), proximal; (8), middle; (2), distal. 
Observe trigone located on middle of ventral vaginal wall. 
cus. Its direction is distalward, lateralwagd and dorsalward. 
The course of the lateral pelvic ureter is distal divergence. 
The proximal ends are separated about 3% and the distal 
about 4 inches. 

The distal end of the pelvic parietal ureters is at the ure- 
teral elbow or ischial spine, the proximal end corresponds 
with the sacro-iliac joint or pelvic brim. The course of this 
segment is about 2 inches in length. The concavity of the 


ward and proximalward. It presents in its course generally a 
slight spindle. The course of the lateral pelvic ureter allows 
but limited deviations, it is practically fixt. Pregnancy ele- 
vates it to some extent, tumors may displace it. 


= 


= 
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Fig. 4. Presents dorsal relations of ureter to rectum (R) perito- 
neum (S), cervix (C), vagina (V), and Trigone (Tr.) crossing the 
uterine artery (1) at (2) ureters (2). To view this illustration con- 
ceive the patient in the knee and chest position with the rectum 
drawn proximalward and dorsalward. The dorsal vaginal wall is re- 
sected. A square section is removed from the ventral vaginal wall 
exposing the trigone (Tr.) with its two distal ureteral and one proxi- 
mal urethral orifices. In this cut a suggestion from Tandler and 
Halbou is employed. 


VY. THE PELVIC-FLOOR SEGMENT. 


PARS PELVINA PLANA.—The pelvic-floor segment 
of the ureter extends from the ureteral elbow, adjacent to the 
ischial spine, to the bladder. The extent of the course is 
about 2 inches in length. Its direction is distalward, ventral- 
ward and medianward. This segment practically begins at 
the origin of the arteria uterina. 
The course of the pelvic-floor segment is different in 
woman than in man on account of the changed pelvic vis- 
ceral relations. 
In woman the ureters have prominent elbow at the spine 
of the ischium and also a prominent curve at the distal ar- 
trio-ureteral crossing and rapidly converging embrace be- 
tween their lateral arms the column uteri and fornices vag- 
inae. 
The pelvic-floor segment is divided in the middle of its 
course by the distal arterio-ureteral crossing at which point 
the aretria ureterica is emitted accounting for the major pel- 
vic ureteral spindle. The distal areterio-ureteral crossing is 
located one inch from the ureteral elbow and one inch from 


lateral pelvic ureteral curve is directed ventralward, median- 


the bladder wall. The ureters course about 2-3 inch from 
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| The course of the ureter from the distal arterio-ureteral 
1 crossing to the bladder wall forms one side of the lateral 
t cervical triangle—the other two sides being the cervical 
loop, and the lateral border of the cervix plus the lateral 
border of the vagina. The cervical loop of the ureter-ovarian 
artery, extending from the distal arterio-ureteral crossing to 
1 the internal cervic, is the most important visceral relation of 
i) the pelvic-floor segment of the ureter. The pelvic-floor seg- 
ment of the ureter is very mobile in its course, in all direc- 
tions, not being intimately fixt to any viscus except the uter- 
ine artery at its distal arterio-ureteral crossing. 
Fortunately for ureteral surgery the ureter both in its 
lateral and pelvic-floor segments courses fairly close to the 
lateral and ventral pelvic wall. 


V. VESICAL SEGMENT. 


PARS VESICALIS.—The vesical segment is that part 
of the distal ureter which is intimately connected in its course 
with the bladder. It is about 114 inches in length lying 3% 


— 


Fig. 5. Presents the ureter in relation to pregnant uterus and 
arteria uterina, rectum, bladder, vagina. Note relation of perito- 
neum, Douglas’s fold (5) and utero-vesical fold (per.) The right 
ureter is dilated into a long wide spindle. It is drawn from a woman 
aged 22, dying from extra-peritoneal puerperal sepsis on the 6th day 
after parturition following traumatic instrumentation. 


of an inch obliquely within the vesical wall, (a), the intra- 
mural portion ; and 34 of an inch external to the vesical wall 


—(b), the extramural portion. The vesical segment is so 


_ the cervix uteri and in contact with the proximal end of the] intimately connected with the bladder wall that a wound of 
vagina. one is apt to be transmitted to the other. The extramural 


and intramural segments in their course are surrouinded by 
an extra fibro-muscular ureteral sheath which acts as an 
excellent protector for the ureter during surgical interven- 
tion. The course of the vesical segment is obliquely distal- 


Fig. 6 shows the ureter lying ventral to the transverse processes 
of the II, Ill, IV and V lumbar vertebrae. The line 1 is 3% inches; 
2 is 24% inches. The line 3, in the lesser pelvis, 3% inches, the 
distance between the ventral elbows, or from one ischial spine to the 
other. The ureteral curves on a transverse plane may be observed. 
The line 4 is 1 inch—the distance between thedistal ends of the ureters. 


ward and medianward. The proximal ends of the vesical 
segments are separated about 1% inches while the distal ends 
have a separation of an inch (resting bladder). 

In the distended bladder over an inch separation may 


‘be added. It enters the bladder in its dorsal and lateral. 


region. 

(a) The extramural portion of the vesical ureter or 
pars extramuralis vesicalis ureteris presents a distinctly 
oblique course being bound solidly to the bladder by white 
connective tissue, by vessels and nerves. Its course is prac- 
tically always in contact with the bladder distended or con- 
tracted. The extramural portions of the ureters have a rap- 
idly converging course and possess much importance on ac- 
count of exposure to trauma and parturition during surgical 
intervention (especially hysterectomy). Being especially 
protected in its course by the extra-fibro-muscular urteral 
sheath, Pontolorn’s sheath, particularly by a firm bed of 
connective tissue, vessels and nerves, it frequently escapes 
injury during surgical procedures. 

The course of the extramural ureter is the most liable to 
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be damaged during the incision of the lateral vaginal fornix 
in elytrotomy or especially in hysterectomy per vaginam if 
the uterus be not drawn well distalward with traction for- 
ceps. One of the best methods to expose the extramural 
portion of the ureter is to distend rectum, vagina, bladder 
and ureters with air allowing the extirpated specimen to dry 
in varying degrees of distension. To expose the intramural 
portion, incise the bladder-wall where it penetrates the vesi- 
cal wall. 

(b) The intramural portion of the vesical ureter or 
pars intramuralis vesicalis ureteris courses exclusively within 
the bladder-wall. It courses obliquely thru the vesical pa- 
rietes medianward and distalward for a distance almost 34 
of an inch. The longer portion of the intramural segment 
lies immediately beneath the vesical mucosa while the shorter 
segment lies within the vesical muscularis. The ureter in 
its intramural course is surrounded by the extra fibro-mus- 
cular ureteral sheath of Pantoloni, hence the ureter and blad- 
der wall functionate (rhythm or peristalsis) independently. 
The ureter does not blend with the muscular elements of the 
bladder, but is isolated from it by the fibro-muscular ureteral 
sheath. The distal ureter blends with the bladder mucosa, 
ending in the shape of an oblique oval mucal slit, separated 
about one inch from its fellow during rest. The course of 
the intramural portion of the ureter converges more obliquely 
medianward than the extramural portion. The course of 
the intramural ureteral segment obliquely thru the vesical 
wall constitutes the most efficient known non-regurgitant 
valvular mechanism. The bladder may be distended thru 
the ureters with fluid or air but none can regurgitate or re- 
turn. The oblique and not perpendicular ureter thru the 
vesical muscularis constitutes the unique vesical valve which 
permits continual vesical distention by fluids or air, but al- 
lows no return thru the ureter. The course of the intramural 
pertion of the ureter is important on account of ureteral 
trauma during parturition or surgical intervention or uret- 
eral catheterization as regards position, direction and depres- 
sion of the mucous oval ureteral slit at the distal end of the 
ureter, 

The intramural portion may be the narrowest (1-10 to 
¥ of an inch in diameter) or next to the narrowest point in 
the ureter and hence may obstruct the urinal stream or cal- 
culi. I have observed at autopsy that a calculus will lodge in 
the intramural portion and by slow accretion dissect asunder 
the vesical wall. . 

The course of the vesical segment both intra and extra- 
mural have a wide range of motion in all directions. Preg- 
nancy, tumors, distention of rectum, vagina and bladder 
demonstrates this view with facility. The longest range of 
motion occurs proximalward. 


THE ROUTE OF ACCESS TO THE COURSE OF 
THE URETERAL SEGMENTS. 


The renal, lumbar and iliac segments are approacht 
first extraperitoneally thru the dorsal wall without ligation 
of a vessel or damaging an important structure. They may 
be manipulated with facility with occasional exception in the 
renal segments. The best method to expose their course 
is to incise the dorsal lumbar wall to the peritoneum and 
force the renal, lumbar and iliac segments ventralward and 
medianward while connected with the peritoneum. 

Secondly, the renal lumbar iliac segments may be ap- 
proacht intraperitoneally, transperitoneally, i. e., by incis- 
ing the ventral dorsal parietal peritoneum. This method of 
exposure is easy of execution. However it is a dangerous 
route on account of jeopardizing the peritoneum to infection 
and of damaging the ureteral blood supply which passes to 
the ureteral on its ventral surface. Besides in exposing the 


ureter thru the peritoneal route there is danger of damaging 
the colic vessels which supply the right and left coloa. In 
spare subjects by the transperitoneal route one can observe 
the ureters shimmering thru the dorsal peritoneum which 
presents a guide to surgery. 

Surgical intervention is safe on the dorsal surface 
of the above three ureteral segments because they are 
supplied by blood vessels from the ventral surface. 
Ample wall and lumen exist in the renal (pelvis) 
and lumbar (spindle) segments for surgical intervention, 
while the proximal and middle ureteral isthmus offer little fa- 
sility for surgical intervention on account of lack of ureteral 
wall and lumen. The lateral pelvic route may be approacht 
extraperitoneally ; however, it would be difficult to accom- 
plish very much surgical intervention thru this route. The 
lateral pelvic ureter is approacht with facility intraperitone- 
ally. Ureteral lumen and wall is limited; hence surgery 
is also limited. The pelvic floor segment is best approacht 
extraperitoneally, e. g., thru the vagina whence from wide 
ureteral range of mobility, ample lumen and wall surgical in- 
tervention is facilitated. The pelvic floor segment may be ap- 
proacht with facility thru the peritoneum and a wide range 
of surgical intervention is applicable. 

The vesical segment in its course is best approacht first 
and foremost per vaginam, where an extensive ureteral surg- 
ical field exists. ; 

Tn any of the above six ureteral segments an X-ray may 
indicate a calculus whence the concerned segment may be 
approacht, the calculus fragmented by a needle or the ureter 
incised, the calculus extirpated, the ureteral wall reunited by 
suture and the primary wound secretion drained. 

The ureter should not as a rule be isolated from its bed 
more than three inches for fear of jeopardizing its nourish- 
ment. I isolated a right ureter in a severe abdominal section 
about 7 inches with perfect recovery. The X-ray has en- 
abled the surgeon to practically dispense with it—explora- 
tory ureteral incision—by locating the calculus. Ureteral 
stricture may be located by the ureteral catheter. 


THE VERTICAL OVERLAPPING OPERATION FOR 
UMBILICAL HERNIA.* 


By Wo. J. Mayo, A. M., M. D., Rocnrster, Mrinv., 
Surgeon to St. Mary’s Hospital. 


Results from operative treatment of umbilical hernia 
have not been very satisfactory—the patients are usually 
obese, the muscles attenuated, the contents of the sac often 
strongly adherent to its walls and the ring so rigid as to ren- 
der perfect closure difficult. Besides, in attempts at lateral 
closure, great difficulty is experienced in bringing the recti 
muscles together because of the natural wide separation of 
these muscles at the level of the umbilicus—in fact to bring 
them together practically means muscle-transplantation. 

In small herniae this lateral muscular approximation is 
not difficult and should be the operation of choice ; but when 
the opening is an inch or more in diameter it is better not 
to resort to it, first because of its difficulty and second be- 
cause the attenuated muscles thus sutured are not of great 
value as retentive agents in this variety of hernia. In very 
corpulent subjects the muscular separation is greater. If 
such a patient, lying on the back, be directed to rise, bringing 
into play the recti muscles, the lateral deviation at the level 
of the umbilicus is easily shown, and in the majority of cases 
demonstrates the impossibility of bringing them firmly into 
median apposition. The strain in these cases is from above 


downward rather than laterally. This is well shown by the 


* Abstract of paper read before the American Medical Association. 
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pendulous abdomen commonly found in very adipose people, 
in many cases covering the pubes and often the region of the 
upper thighs; on assuming the recumbent posture the 
stretcht tissues allow of great mobility and one can often 
grasp the abdominal wall and overlap a number of inches 
without difficulty. Indeed umbilical hernia, can be said to 
depend on downward traction of the abdominal walls and 
their contents brought to bear on a fixt point at the umbilicus, 
causing separation, and before this takes place there is an 
increast vertical lengthening of the abdominal wall and also, 
to a less extent, in a lateral direction. 

In 1898 I called attention to the impracticability of cov- 
ering in the defect left by excision of the larger umbilical 
hernia, with muscle, and advocated the overlapping of the 
aponeurotic structures which were already at hand, securing 
a wide area of adhesions in place of edge-to-edge union; 
and reported three cases in which overlapping from side to 
side and two from above downward gave ideal results. Since 
then I have made this operation 35 times, overlapping from 
side to side 10 times, and 25 times from above downward. 
There were no deaths. The operation is so much easier 
from above downward that I now employ it exclusively. In 
only one case has there been a relapse, and in this one there 
was merely a boat-shaped stretching ; the operation had been 
done from side to side, and the patient was much relieved 
from her former condition. So far as I could find out, there 
were no failures when the vertical overlapping had been 


properly accomplisht. 
TECHNIC. 


The operation is easily and quickly performed. The 
steps are as follows: 

(1) Transverse elliptical incisions are made surround- 
ing the umbilicus and hernia ; this is deepened to the base of 
the hernial protrusion. 


Fig. 1. 


(2) The surfaces of the aponeurotic structures are 
carefully cleared two and a half to three inches in all direc- 
tions from the neck of the sac. 

(3) The fibrous and peritoneal coverings of the hernia 


are divided in a circular manner at the neck, exposing its 
contents. If intestinal viscera are present, the adhesions are 


separated and restitution made. The contained omentum is 
ligated and removed with the entire sac of the hernia and 
without tedious dissection of the adherent portion of omen- 
tum. 


Fig. 2. 

(4) An incision is made thru the aponeurotic and peri- 
toneal structures of the ring extending one inch or less trans- 
versely to each side, and the peritoneum is separated from 
the under surface of the upper of the two flaps thus formed. 


Fig. 3. 

(5) Beginning from two to two and one-half inches 
above the margin of the upper flap, three to four mattress sut- 
ures of silk or other permanent material are introduced, the 
loop firmly grasping the upper margin of the lower flap; suf- 
ficient traction is made on these sutures to enable peritoneal 
approximation with running suture of catgut. The mattress 
sutures are then drawn into position, sliding the entire lower 
flap into the pocket previously formed between the aponeuro- 
sis and the peritoneum above. 
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(6) The free margin of the upper flap is fixt by catgut 
sutures to the surface of the aponeurosis below, and the su- 
perficial incision closed in the usual manner. In the larger 
hernia the incision thru the fibrous coverings of the sac may 
be made somewhat above the base, thereby increasing the 
amount of tissue to be used in the overlapping process. 

In very large protrusions in which part of the hernial 
contents is irreducible the patient should be kept in bed on 
a reduced diet and directed to manipulate the hernia, with 
the intention of replacing as much as possible. The irre- 
ducible portion must not be forced into the abdominal cavity 
after losing the “right of habitation.” If of omentum only, 
it is readily disposed of by excision; if intestine, enough 
omentum previously contained in the peritoneal cavity should 
be removed to allow of reduction of the bowel without press- 
ure. 

The patients should be kept in bed three to four weeks 
after operation and, after getting about, should not apply a 
truss, altho most of these patients prefer to wear an abdo- 
minal supporter for a year. 

Piccoli reports a case successfully operated on in Aug- 
ust, 1899, after the lateral plan, and refers to a case reported 
by Bonomo, operated on December 9, 1899, with a favorable 
result. Blake reports several cases operated on by the lateral 
method during the year 1900, and refers to an article by 
Sapiejko, in which a lateral operation is described. How- 
ever, the priority appears to belong to America as I had de- 
scribed and operated by the lateral overlapping plan several 
years before the cases reported by these authors ; the lateral 
operation they follow is a good operation, but it is not as 
good as the vertical method, in which the retaining structures 
are given a bearing point above the site of the umbilicus and 
intra-abdominal pressure thus acts to prevent separation in- 
stead of aiding it. 


AMENORRHEA; THE DAWN OF WOMANHOOD. 


Wiuuram F. Wavau, A. M., M. D., 


Professor of Principles and Practice of Medicine in Illinois 
Medical College. 


The establishment of menstruation is often a source of 
solicitude to the girl’s family. Undue delay is dreaded as it 
or the suppression of the establisht flow is often associated 
with grave disease, like pulmonary phthisis. True, the 
latter holds the relation of cause and the amenorrhea is 
simply one of its effects, but the laity do not reason so 
acutely. 


As the period approaches for the beginning of menstru- 
ation, some precautions are appropriate. Is the girl pre- 
pared for this drain? Sometimes the blood-making appar- 
atus is just sufficient for the previous requirements, without 
any reserve of functional potency to be drawn upon. If she 
is disposed to anemia, let her take iron. The phosphate is 
useful, in doses of one-sixth of a grain every two or three 
hours. As the assimilation of iron is defective it is well to 
render it continuous by having a little of the metal constantly 
present in the alimentary canal; hence the advice for small 
doses frequently repeated. 

The diet should contain a rich supply of easily digestible 
albumen, raw eggs, and milk (warm from the cow if ob- 
tainable) ; beef blood is even better, in doses carried up to 
the limit of the child’s capacity to appropriate it. 

When a reserve of blood has been establisht, but not 
sooner, it is time to gently stimulate the flow of blood to the 
genital apparatus. This should be done at the times when 
some evidence of activity in this region is presented. Then 


it is well to replace the iron phosphate by the arseniate of 
iron in doses of one milligram (gr. 1-67) and add sangui- 
narine nitrate in the same quantity to each hourly dose. 

If constipation is present it should be relieved by regu- 
larity in going to stool, the use of laxative foods, and by 
aloin (one-twelfth grain) one to three times a day—just 
enough to insure one daily movement of the bowels. 

The invigorating effects of hot salt baths and rubs with 
a salted towel, of well devised exercise and the other ac- 
cessories of the “tonic regimen” are to be utilized. 


The appetite may need stimulation by quassin in doses 
of a milligram (gr. 1-67) before meals, and the digestion 
the aid of papayotin (gr. 12) with meals. With patience 
these measures will suffice unless grave disease has already 
been establisht. 


Sometimes there is a weakness of the tissues, fragility, 
showing itself in the blue veins too plainly visible, the tend- 
ency to epistaxis which may occur profusely at the men- 
strual periods, etc. Here it is needful to strengthen the cell- 
walls by adding calcium lactophosphate to the iron, giving 
one-third to one-half grain every two or three hours. 
More active means should also be taken to direct the flow 
to the uterus, senecin being substituted for the sanguinarine, 
in doses up to a grain every hour, with hot mustard foot 
and sitz baths given daily. The aloin should also be increast 
to a dose causing some rectal tenesmus: one to two grains a 
day. 

Great care should be taken to protect the lungs, which 
are exceedingly prone to fall into florid phthisis under these 
circumstances. In fact the use of iron in some instances is 
fraught with danger and it may be contraindicated entirely. 
The safest chalybeate is probably the glycerophosphate of 
iron and lime, one to two grains at each meal, or one-third 
of a grain every waking hour. 

Often at bedtime an antipyretic combination is needed 
to equalize the billowy circulation; either that consisting of 
aconitine (amorphous) one-half milligram(gr. 1-134), digit- 
alin (Germanic) one milligram (gr. 1-67) and strychnine 
arseniate one-half milligram (gr. 1-134) or that in which 
the third ingredient is replaced by veratrine one-half milli- 
gram (gr. 1-134). The first is best for weakly patients, the 
second for more robust, florid, febrile ones, or when elimina- 
tion is defective. Of either the average dose is three gran- 
ules of the above composition, at bedtime. 

Sometimes the monthly epoch is heralded by convulsive 
or spasmodic manifestations. Instead of the stimulant em- 
menagogues (aloin and senecin) the sedatives are required : 
gelsemenine one milligram (gr. 1-134) cicutine hydrobro- 
mate one milligram (gr. 1-67), with camphor monobromate 
one decigram (gr. 1-6) with hyocine hydrobromate (gr. 
I-100) may be given, singly or combined, every ten to thirty 
minutes until relief (or the physiologic effect of the drugs) is 
manifest. Hot baths aid much—local or general. 

A lifetime of dysmenorrhea may be prevented by ju- 
dicious management at this time. 

Nervousness, exaltation, irritability, etc., may be re- 
lieved by the sedatives mentioned or by the use of zinc 
valerianate in doses of one centigram (gr. 1-6), every hour. 
Pronounced nervous debility, or neurotic manifestitations, 
neuralgia, anything pointing to debility of the great nerve 
centers, call for zinc phosphide one centigram (gr. 1-6) four 
times a day. 

The moral and hygienic influences need special atten- 
tion. The girl must not be allowed any but the easiest work, 
at home, in school, or in music: no “practising” till the 
back aches; no late hours, hard study, social excitement or 
even irritation by teasing from those who have suddenly 
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discovered that the sister is “teasable.” Quiet, peace, rest, 
pleasant things about her—and the child becomes a healthy, 
normal woman. 


THE TREATMENT OF DELAYED UNION AND UNUNI- 
TED FRACTURE.* 


By Emory Lanpuear, M. D., Pu. D., St. Louis, Mo., 
Chief Surgeon of the Woman’s Hospital of the State of Missouri. 


Some recent experiences have led me to believe that 
ununited fracture is of more frequent occurrence than we 
have been taught to be the case; notably, the number of 
cases seen, the frequency with which the question is askt: 
“How do you treat delayed union?” and the fact that the 
X-ray reveals the presence of such a condition when frac- 
ture near a joint has resulted in functional helplessness. 
Adding to this the further truth that recent text-books on 
surgery give but scanty mention of the subject and in very 
unsatisfactory terms, a reasonable excuse for this paper is 


furnisht. 
DEFINITION. 


Two expressions are used rather loosely relative to non- 
union of bones: Delayed union and ununited fracture. 
These two are so intimately associated that it is impossible 
to discuss them separately save as to therapeutic meas- 
ures. 

As a broad rule it may be said that a case should be classt 
merely as one of “delayed union” when there is pain on pas- 
sive motion and little or no voluntary muscular movement of 
the extremity—in which condition persistence of absolute 
rest in good position should be adopted. But if there is no 
pain at the site of the false joint, and if voluntary movement 
of the muscles about the joint is practist by the patient, the 
case should be regarded as “ununited fracture” and subjected 
to operative treatment. 


The distinction is, therefore, one of condition, and not 
of time. Indeed the question, “When does a case cease 
to be delayed union and become ununited fracture?” is one 
which cannot be answered in days, or even weeks or months. 
Union of bone depends upon so many things—the character 
of treatment employed, the disposition of the patient, en- 
vironment, and somewhat upon the general health of the in- 
dividual, very much upon the location of the injury and 
whether -a closed or open wound—that even a distinction 
by the clinical signs mentioned, plus a reasonable time for 
healing of the particular bone affected, may deceive even 
the most experienced surgeon in the matter of prognosis. 
For this reason the surgeon should not be in too much of 
a hurry to operate in closed fractures; by absolute fixation 
very much may be accomplisht, sometimes long after non- 
operative treatment would seem hopeless. 

ILLUSTRATIVE CASE.—In a patient of 45 with 
fracture of the femur at the surgical neck, examined more 
than three months after injury, there was such free niove- 
ment that prominent surgeons declared the man would be 
a cripple for life if he did not sumbit to operation. The ill- 
fitting, inadequately supporting plaster-of-Paris cast was 
abandoned (it is a very objectionable dressing for fracture 
of the femur, at best) and a long Taylor splint applied, with 
a pad over the trochanter held in place by a wide belt around 
the pelvis ; this gave truly perfect immobilization of the joint 
and fracture (and the knee as well—an important item). In 
eight weeks union was complete. 


“Read at the sixteenth annual meeting I. A. R. 8., Indianapo- 
lis, June 17,18,19, 1903. 


CAUSES. 

The chief causes of non-union may be enumerated thus: 

(1) IMPERFECT APPOSITION OF FRAG- 
MENTS.—The presence of muscle, ligament, synovial mem- 
brane, splinter of bone, periosteum or even huge clots of 
blood between the ends of the bone, as well as the overrid- 
ing of fragments, prevent early (or even any) bony union. 

(2) IMPROPER DRESSINGS.—Splints wrongly or 
loosely applied, so that motion of the ends of the bone occur, 
are almost sure to bring slow or imperfect union or even 
non-union. 

(3) TOO EARLY MOVEMENT.—Either by re- 
moval of dressings for passive motion or active use or by 
the adoption of the ambulatory treatment in fractures of the 
lower extremity vicious or imperfect union may result. 

(4) INFECTION.—In compound fractures the pres- 
ence of germs prevents early or perfect union. Even tho 
active suppuration may not appear, small quantities of pyo- 
genic cocci may hinder bony union, especially if free drain- 
age has not been provided. Many cases of “typhoid fever,” 
“continued malarial fever” and even “pneumonia,” said to 
follow fracture, are but septicemia of mild degree, as may be 
easily demonstrated by recourse to the Widal test, examina- 
tion of blood for plasmodium and sputum for the pneumo- 
coccus respectively. 

(5) LACK OF BLOOD SUPPLY.—By reason of 
too tight bandaging, or by injury to the blood vessels at the 
time of accident (as when there has been great contusion), 
nutrition of the injured parts may be so seriously interfered 
with as to result in failure of the bone to unite. 


(6) CONSTITUTIONAL CONDITIONS. —Cer-~ 


tain general causes, as syphilis, tuberculosis, rickets, preg- 


nancy, diabetes, scorbutus and phosphaturia, as well as some. 


acute febrile diseases, tend to prolong the process of bony 
repair, and may—in rare instances—cause final non-union. 


PATHOLOGY. 


When union is merely postponed for a few weeks be- 
yond the regular period for that particular break, the only 
local condition found is an excess (rarely an almost total ab- 
sence) of the so-called provisional callus. 

Later on, when by reason of interposition of foreign 
substances, etc., the condition has become one of “pseudarth- 
rosis’—typically found in ununited fractures of the humerus, 
tibia and femur, occurring in the order named as to frequency 
—upon exposure by free incision, one of two conditions will 
be found: 

(a) The fragments may be loosely joined by solid 
bands of fibrous tissue often inclosing small nodules of 
bone—the ends of the fragments being in fair condition ; or 

(b) Within the fibrous bands there may be a cavity 
containing a fluid resembling the synovial fluid but contain- 


ing osteophytes—the ends of the bones sometimes being ” 


smooth and hardened, sometimes even covered by a cartilage- 
like surface (practically a new joint) ; and sometimes one 
end almost wholly unchanged, while the other is expanded 
into a cup-shaped cavity surrounding the first, as if nature 
were attemping to form a ball-and-socket joint. Rarely, es- 
pecially when there has been infection, a rarefying osteomye- 
litis will have left its characteristic changes. 

Obviously the treatment must vary according to the con- 
dition found. 

TREATMENT OF DELAYED UNION. 

The treatment of delayed union may be tersely expresst 
as: 

(a) Securing perfect immobilization; and 

(b) Improving the general health. 
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The first must be accomplisht even at a sacrifice of the 
latter ; but in most fractures save of the femur it is possible 
to secure perfect fixation and yet allow the patient to be out 
of doors. 

Local measures, like (a) hammering the region of the 
fracture daily, (b) massage, (c) electricity and (d) blister- 
ing, have had strenuous advocates. They are to be con- 
demned. Either surgical quietude of the affected parts will 
secure desired result or it will not; if it prove unsuccessful 
operative treatment must be instituted the same as in pseud- 
arthrosis. 

As to time for operative intervention: It is not unwise 
to wait at least six months in absolute fixation, with occa- 
sional passive motion of joints above and below the point of 
injury—these joints always being fixt in the proper treatment 
of delayed union. 

TREATMENT OF UNUNITED FRACTURES. 

For the relief of “false joint” many plans of treatment 
have been suggested. 

1. INJECTION OF IRRITATING FLUIDS.—The 
injection of various irritating fluids has been tried, with the 
idea of setting up a plastic exudate which would increase the 
amount of callus. If interference with the circulation were 
the only condition present something might be hoped from 
this, but when one recalls the pathology its futility is ap- 
parent. 

2. ACUPUNCTURE.—By the insertion of needles 
between the ends of the fragments it has been hoped to stim- 
ulate the formation of strong bony callus—Brainard’s drills 
being but a modification of this plan. In delayed union de- 
pendent upon some constitutional trouble, and not on local 
conditions, this treatment is sometimes effective; but when 
the trouble has gone on to true ununited fracture it is use- 
less. 


3. SETONS.—Introduction of setons was advocated 
by the older surgeons. I know of no one who would adopt 
this treatment to-day. 

4. ELECTROLYSIS.—Great things have been prom- 
ist from electrical treatment, but it has proven a dismal fail- 
ure in these cases. 


5. SUBCUTANEOUS SECTION OF CALLUS.— 
The use of a knife or chisel introduced thru the skin at a con- 
siderable distance from the site of fracture has had some 
strong commendation, and where vicious union of super- 
abundance of callus are the chief object of attack may be 
advisable; but in a general way this method of treatment, 
like the previous ones, is to be condemned. 

6. RUBBING.—Violent rubbing together of the ends 
of the bone has been practist by many great surgeons, espe- 
cially when the trouble has not existed very long. If fol- 
lowed by complete fixation for weeks, including the joints 
above and below the point of fracture, it may be successfully 
tried in many early cases : and may be employed in late cases 
where operation is denied—but with guarded prognosis. 

7. APPARATUS.—In late cases when operation is 
declined, and with patients in whom a bad result has fol- 
lowed operative measures, recourse must be had to fixation 
apparatus. The ingenuity of a good instrument maker, 
coupled with the knowledge of a practical surgeon, may give 
a useful arm or leg that would, without their aid, be an in- 
cumbraace. Nothing definite can be said relative to plans, 
as each individual case must be carefully studied and its par- 
ticular indications met. 

8 OPERATION.—When we come to the considera- 
tion of the operative treatment the importance of clearly un- 
derstanding the pathology becomes at once apparent: That 


which is appropriate for a fibrous union is wholly inadequate 
in a false joint with one fragment the site of extensive rare- 
fying osteomyelitis, for example. 

The advisability of operating in any given case is a ques- 
tion which requires much judgment and some study to an- 
swer. The location of the injury has much bearing upon the 
subject, as has also the general condition of the patient and 
his surroundings; to attempt operative treatment upon an 
ill nourisht patient in a farm house with an ununited frac- 
ture of the leg, for example, would be scarcely less than 
criminal. Indeed typical-“wiring” of such a fracture is a 
formidable undertaking in even the best hospitals ; it should 
be remembered that there is a 20 per cent mortality in wiring 
the femur. I, myself, have had two fatal cases; one of the 
femur and one of the tibia ; and have had a considerable num- 
ber of amputations where operations (by myself and cthers) 
had failed. Operations upon the upper extremity are not so 
apt to be followed by disastrous results, yet even here the 
uncertainties are such as to make one pause. At best it is 
always well to plainly state the possibility of failure, and let 
the patient decide whether or not he will take the chances. 

(a) PEGGING.—The use of ivory pegs had an enthu- 
siastic advocate in my late lamented friend and teacher, Dr. 
Christi@n Fenger, of Chicago; and there are many who yet 
use the pegs after drilling the bone in such way that the pegs 
will hold the ends in apposition. Pegs are especially recom- 
mended in cases where there is a strong tendency to the over- 
riding of the fragments in an oblique fracture, even after the 
callus is cut away and the muscles freely divided. Person- 
ally I have never employed them and do not advise their use. 

(b) NAILING.—The use of wire nails instead of ivory 
pegs has been highly praised by some authorities. I have 
introduced them a few times, and have had excellent results ; 
but I am now convinced that the same ends might have been 
attained without the dangers accompanying their use. I 
have therefore abandoned this plan of treatment, even in 
cases where there is very little destruction of bone-tissue. 

(c) WIRING.—The operation which has been most 
popular during the past few years consists of (1) cutting 
down upon the site of injury with a long, free incision; (2) 
removal of the callus and interfragmentary substance with 
chisel and bone-scoop ; (3) fashioning the ends of the bone, 
by chisel, gouge or saw, so that good, healthy surfaces can 
be brought together ; (4) drilling the ends of the bone in two 
places on each fragment ; (5) introduction of a heavy silver 
wire thru the openings; (6) replacement of the fragments 
to point nearest the natural position ; (7) uniting the ends of 
the loop of wire, cutting the ends short, and hammering down 
the twist beneath the periosteum ; (8) loosely closing the tis- 
sues with drainage to the depths of the wound, and (9)— 
watching with fear and trembling the outcome of the case. 
I must confess to a number of dismal failures, as well as 
some gratifying results. Rarely I have had to cut down 
and remove the wire long after its introduction. 

Candidly I do not believe the wire does much good; 
certainly where its employment seems indicated chromicized 
catgut will hold equally well for the required length of time, 
and is eventually absorbed instead of remaining as a foreign 
body ; however unirritating silver wire may be, it is still a 
foreign body which must either be thrown out or encysted— 
each a tedious process. In certain recent cases, then, where 
there is not much loss of good bone, and instances of great 
overriding (as in the femur) suturing the bones with either 
wire or catgut must at present be regarded indispensable to 
some surgeons. 


(d) PERIOSTEAL SUTURING.—In most ununi- 


ted fractures, however, this drilling of bone and direct join- 
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ing of fragments may be abandoned. If the callus be care- 
fully cut away without great injury to the periosteum, if all 
substances between the ends be thoroly removed, and if the 
freshened fragments be brought into close contact and held 
in correct position by an intelligent assistant, the periosteum 
and fascia may be stitcht around the break in such way as 
to give good permanent apposition, if reinforced by appro- 
priate splints—the wound then being closed by suture, with 
deep drainage, and treated as any other compound fracture. 

(e) PACKING.—In some late cases, where there has 
been much absorption of bony tissue with formation of a 
“joint,” neither wiring nor suturing has given satisfactory 
results in my work. In such cases I have adopted the same 
plan of treatment found to be advisable in instances where 
necrosis has followed the use of silver wire. It is the same 
treatment I advise in non-union of compound fractures, pres- 
ently to be described—namely, cleaning out the wound and 
packing with gauze. 

ILLUSTRATIVE CASE.—A man of 28, strong and 
active, fractured his patella. It was “set” by his usual attend- 
ant; result, a two-inch ligamentous union without use of 
leg. Fibrous tissue was removed and fragments wired by 
a neighboring surgeon. Necrosis followed. On admission 
to hospital he had a useless leg and a rotten patella. It was 
curetted, and remnants held in place by careful suturing of 
periosteum and surrounding fibrous tissue, the cavity being 
filled with iodoform gauze. Slowly the bone reformed by 
the process of granulation, and in fourteen weeks perfect 
healing was secured. He now walks with scarcely a limp. 


NON-UNION IN OPEN FRACTURE. 

The pincipal cause of non-union in open fractures is in- 
fection—suppuration. It may not be markt. It may also be 
present in closed fractures. Fever of alarming character may 
never be present from the septic infection. Yet deeply with- 
in the tissues most interested in the formation of bony union, 
there is just enough of the pus fungus to prevent perfect re- 
sults under usual plans of treatment. The same cause pre- 
vents ideal results in wiring and nailing operations. Even 
in the best hospitals and with the utmost antiseptic care in- 
fection with the staphylococcus pyogenes aureus or staphy- 
lococcus epidermidis albus occurs(if not with some more vir- 
ulent micro-organism) and failure follows. As a result of 
my own experience I have reacht the conclusion that the best 
results are obtainable by widely opening the soft parts— 
usually one cut on the upper and two on the under surface, 
by choice ; cutting away all the callus ; removing the ends of 
the fractured bone, if necessary ; sewing the periosteum over 
the junction of the ends as well as possible, using formal- 
dehyde-catgut, previously boiled ; packing the wound loosely 
with bichloride gauze, I to 2,000; putting on a fixation ap- 
paratus, and allowing the wound to heal from the bottom by 
granulation. 

This requires weeks of patient attention. For at first 
the wound must be dresst daily, and the utmost care must be 
exercised as to asepsis, lest from dirty finger nails the sur- 
geon engraft a pus infection of such character as to destroy 
the limb or life of the patient. No water or other liquid is 
permitted to come in contact with the wound—it is simply 
cleansed as well as possible with sterile cotton around a probe, 
dusted with an abundance of iodoform or aristol, and fresh 
gauze pusht in. After two weeks the dressing can be made 
every alternate day and after four weeks every third day. 
At about the third month (with the large bones) the wound 
will have filled completely and the skin be cicatrized. The 
limb may then be put up in plaster of Paris and the patient 
allowed to go about. In six weeks more perfect result 
‘ should be attained. 
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(f) AMPUTATION.—After all other plans of treat- 
ment have failed and a useless extremity persists, or when 
infection following operative treatment threatens life, ampu- 
tation is to be performed. With the useful artificial limbs 
now made by numerous manufacturers, there is no excuse 
for a life on crutches or a useless hand as a result of a non- 
united fracture. 


SURGICAL TREATMENT OF EXOPHTHALMIC GOITER.* 


By T. C. Wrrnerspoon, M. D., Sr. Louis, Mo , 


Professor of Surgical Pathology and Clinical Surgery, 
St. Louis University. 


The history of nine cases operated upon may be briefly 


summarized thus: 
CASES. 


Case I was a woman with well markt Graves’s disease, 
exophthalmos not pronounced but thyroid enlargment de- 
cided and cardiac and bowel disturbance prominent, with 
tremor. Partial thyroidectomy under chloroform, in 1895; 
two years later she was reported entirely well. 

Case was a woman of 52, exophthalmos not markt but 
pulse rate 160, general health wretched and thyroid large and 
vascular. Thyroidectomy under chloroform in 1898. Death 
from shock in 48 hours. 

Case 3 was a woman of 59, with prominent tumor, heart- 
rate 150, moderate exophthalmos, nervous symptoms alarm- 
ing, general condition grave-—chronic nephritis present. 
Thyroidectomy impossible on acount of bad physical con- 
dition. Three cervical ganglia of sypathetic removed from 
right side September 10, 1899, left side September 21, under 
chloroform. Healing by primary union. She improved 
greatly, especially in regard to pulse-rate and nervous symp- 
toms, but in February she was exposed to severe cold and 
died in two hours. 

Case 4 was a woman of 39 with pronounced exophthal- 
mic goiter but pulse-rate was only 120. May 6, 1902, right 
side lobe removed under cocaine anesthesia. Pulse dropt to 
74 in 48 hours. Exophthalmos rapidly disappeared. She 
has since been delivered of a healthy child at full term and at 
present seems to be quite normal. 

Case 5 was a woman of 35, married, no children, very 
severe exophthalmic goiter. Operation (partial thyroid- 
ectomy) under cocaine. All symptoms have disappeared. 

Case 6 was a woman operated on July, 1902, thyroid- 
ectomy. Ideal convalescence, with partial subsidence of 
symptoms before disappearance from City Hospital. 

Case 7 was a Swiss woman of 62 with typical Graves's 
disease, pulse 160, exophthalmos not markt. Thyroidectomy 
July 20, 1902. In six weeks nervous symptoms were all 
relieved and pulse had dropt to 90. She died of empyema in 
December. 

Case 8 was a woman of 29 with pronounced exophthal- 
mic goiter, pulse 150, very little enlargement of thyroid. 
Thyroidectomy reduced pulse to 80, caused exophthalmos to 
disappear and has been followed by better general health 
than for a long time—but operation is too recent to say a 
cure has been effected. 

REMARKS. 


Nothing but surgical measures has as yet proven cura- 
tive for Graves’s disease. We have all seen temporary bene- 
fit follow the administration of different remedial agents, and 
have been at times tempted to believe that much of perma- 
nent character had been accomplisht, only to be disappointed 
later when, after losing sight of the patients for a while, they 


*Abstract of paper read before the American Medical Association. 
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would return in a more deplorable condition than ever. 
Failure in this disease has, as in many other maladies, led to 
the adoption of a host of remedies for its cure. Iodine, 
strophanthus, veratrum viride, bromide and chloral, galvan- 
ism, thyroid extract, adrenalin, sodium phosphate, sodium 
salicylate, dietic regulation, massage, the serum of thyroid- 
ectomized goats, the flesh and milk of these animals, and 
lastly, various surgical procedures, have each been advocated 
as most helpful. 

In the cases here presented internal medication had 
proven ineffective. In every such case is not surgical treat- 
ment justifiable, even if the patient be in extremis? The re- 
sults attained have been very satisfactory to me, and have 
helpt very materially to lead me to the belief that these cases 
are eminently surgical. Since reading Kocher’s masterful 
article, this belief has been confirmed, and I feel enthusiastic 
in supporting proper surgical methods for the relief of 
Graves’s disease. Of course I do not wish to be understood 
that I advocate operation in every case, regardless of all con- 
ditions, local or general. In the first place, one must be gov- 
erned by those rules which are followed in advising opera- 
tion on any part of the body for the various conditions which 
fall to the surgeon’s hands. In the second place the symp- 
toms which characterize Graves’s disease must be given due 
consideration, and proper value placed on the conditions 
which characterize each individual case. 

Ligation of the thyroid arteries to reduce vascularity 
of the gland has a warm advocate in Kocher. This method 
was recommended by Woefller for common goiter, but 
Kocher put it to use in the exophthalmic variety. Rehn, 
Trendelenburg, Rydygier, Wilmers, Reinbach and Mikulicz 
have reported cases treated in this way. Ligation of the 
superior thyroid is relatively easy, but the inferior cannot be 
gotten at thru an incision in front of the strenocleidomastoid, 
except by luxating the gland upon the surface, in many of the 
cases. In selecting the vessels, attention must be paid to the 
amount of vascular degeneration of the different parts of the 
gland. It is rare that the whole gland is alike affected. Those 
vessels are ligated which best control the vascularity. The 
operation is simpler than removing the lobe, and is to be 
recommended in those cases where the symptoms remain in- 
tense after “resting” the patient. Later, however, this pro- 
cedure must be supplemented by a partial thyroidectomy in 
the large per cent of cases. The initial ligation always ren- 
ders the removal of the lobe easier than when this is done 
primarily. 

Unquestionably, the operation which gives the greatest 
degree of satisfaction is the removal of the most involved 
lobe of the thyroid gland. Very frequently this is the right 
one. 


TECHNIC OF THYROIDECTOMY. 


Two incisions are recommended, one in front of the 
sternocleidomastoid parallel to its anterior border, and the 
U-incision recommended by Kocher with the convexity over 
the sternal notch. Kocher recommends the latter because it 
allows easy access to the median line, where after separation 
of the muscles which lie upon the trachea the thyroid lobe 
can be readily reacht. This avoids cutting any of the mus- 
cles of the neck. The scar is low and not readily seen. Per- 
sonally, I prefer the incision anterior to the muscle edge. 
The length need never be more than 4 inches, and it allows 
the least bloody handling of the gland. - The one objection 
to the incision is that it necessitates the cutting of some 
fibers of the strenothyroid or the strenohyoid. This is in- 
consequential, for the fibers of these muscles run nearly 
enough parallel to allow of separation directly thru their 
bellies, and only a few fibers of the one or the other have to 


be cut at the ends of the incision. This opens the field per- 
fectly for the largest goiter I have had to deal with. The 
scar is small and located in an anatomic position which to 
some extent renders it inconspicuous. 

There are some precautions to be mentioned. The cap- 
sule of the gland is usually adherent to it, thickened and very 
vascular. In separating it from the enclosed gland a very 
considerable amount of hemorrhage follows. This is avoid- 
ed to a certain extent by ligating the superior thyroid artery 
first. Just under the muscles, coming from above and enter- 
ing the top of the gland, this vessel is easily found. It fre- 
quently enters as several branches, and care must be exercised 
to ligate all of these if the main trunk cannot be gotten at. 
The next difficult step is securing the inferior thyroid artery. 
This can only be done after raising the gland from its bed 
and carrying it toward the median line. The whole vascular 
apparatus is so friable that it is possible that some vessels of 
size be torn in this separation with bleeding hard to control. 
To render this less difficult, it is best to bring about very 
careful, gradual luxation, catching each bleeding point with 
a forcep as it occurs. After reaching and ligating the infer- 
ior thyroid all forceps can be removed, as these two vessels 
supply the area with blood. It is wise to ligate the large 
veins, however, for tho forcipressure suffices to check their 
bleeding for the time, their lumens are apt to open later and 
allow of a large clot-formation in the wound. 

A very difficult point in the operation is catching hold 
of the highly vascular gland with any instrument with which 
to hold it. Vulcella forceps tear out and cause very serious 
hemorrhage. I find it expedient after exposing the anterior 
surface of the gland, to pass heavy mattress stitches of silk 
from side to side, and when these are tied the forceps catch 
better, and bleeding does not follow any little glandular lacer- 
ation. Great care must be used in avoiding the recurrent 
laryngeal nerve, while dealing with the inferior thyroid. 

This operation should always be performed under local 
anesthesia. Kocher recommends a little 1 per cent solution 
along the line of skin incision. I prefer a 0.125 per cent so- 
lution, using more of it. It is incorrectly stated that there 
is no pain after reaching the deep structures of the neck. 
These patients, very nervous and strung to a high pitch’ by 
the thoughts of the operation, do complain of pain in hand- 
ling the deep structures. They are therefore more readily 
controlled when the whole are is infiltrated. Eucain, being 
non-toxic when used in reasonab!e amounts, can be freely 
injected in very dilute solution. Infiltration is made between 
the gland and its capsule just ahead of the separation. I 
have never required more than one-half of the drug to com- 
plete the entire operation. It is wise to reinfiltrate the skin 
before attempting to stitch the wound. I have not drained 
my cases. At one time there was a fear that the secretion 
expresst during the operation into the wound, and that form- 
ed and given off from the cut surface soon afterward were 
dangerously toxic, drainage allowed these to escape, and 
therefore was recommended; but the fear was unfounded. 
There is, however, some danger from the bleeding into the 
closed wound afterward, sometimes causing suppuration and 
septic symptoms. A twelve to twenty-four hour drain is al- 
lowable when there is likelihood of much oozing. 


JONNESCO’S OPERATION. 


Cervical sympathetectomy was first done by Alexander, 
of Edinburgh, in 1889, for epilepsy ; but Jonnesco, of Buch- 
arest, in August, 1896, made excision of the superior and 
middle ganglia for exophthalmic goiter and the operation 
bears his name. It can, if necessary, be made under eucaine 
anesthesia ; and in this disease the myopathy and vaso-motor 
disturbance make a general anesthetic exceedingly danger- 
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ous. The operation is sometimes surprisingly easy; at oth- 
ers of exceeding difficulty. 


RESULTS. 

The mortality from operation has been very low: 190 
cases collected by Starr gave only 1 per cent death-rate ; 
Kinnicut collected 187 cases with 7 per cent mortality ;Schulz 
records 20 cases without a death ; and Kocher’s 59 operations 
gave 4 deaths-—in which the operation could not be held en- 
tirely responsible. 

So far as relief from symptoms is concerned results have 
been gratifying. A fair average for the cures from opera- 
tive procedures during the last ten years may be stated as 60 
per cent; of decided benefit 15 per cent; and of deaths and 
failures, the remaining. In the 7 cases surviving the par- 
tial thyroidectomy performed by myself, the symptoms in all 
practically disappeared. Betterment was noted in all but 
one within forty-eight hours. Nervousness in each case dis- 
appeared almost completely before leaving the hospital, with 
the exception of the last case operated on but a few days 
since. 

In one of my cases the laryngeal nerve was injured by 
being graspt by forceps, and tho the ligature was put about 
the vessel afterward in such a manner as to avoid including 
the nerve, the voice was never quite normal afterward. Two 
of the cases had a-slight tetanic convulsion immediately fol- 
lowing the operation, but recovered as speedily as the others, 
without apparent ill effects. After the operation certain 
symptoms may continue for a longer or shorter time before 
disappearing. The most persistent of these is the exophthal- 
mos. 


OPERATION FOR FRACTURE OF SPINE.* 


By Joun B. Murpny, A. M., M. D., Cutcaao, ILt., 
Professor of Surgery Northwestern University. 


As a result of observation and experience I have come to 
some positive conclusions as to when one should operate and 
when not operate for fracture of the spine. The reasons 
for reaching these conclusions are: 

1. In analyzing results I found that after operation in 
a large series of cases attended by complete transverse pa- 
ralysis occurring immediately after the injury, not a single 
patient improved as a result of the surgical treatment. 

2. When there was only a partial paralysis following 
the injury (i. e. when some sensation and’ motion persisted 
for some time below the transverse line) the cord had not 
been completely severed—and in this class of cases alone 
was there any improvement following operative interference. 

Of the many cases which have come under niy observa- 
tion the following are of especial interest : 

The first case came under my care in 1884. Patient 
was a man who fell from a trapeze, suffering a fracture of 
the spine. There was an irregular paralysis from the sixth 
cervical vertebra down—i. e., it was irregular in that the 
man’s arm was not completely paralyzed on one side while 
the other was totally helpless. No operation was attempted—- 
yet the patient made a complete recovery in three months. 

The second case was a man admitted to Cook County 
Hospital with a gunshot wound of the neck. It was stated 
positively that he did not fall immediately after being shot— 
in fact not until he was shot thru the chest a short time after- 
ward. The injuries were such as we would now operate for, 
there being very little shock ; but in those days we were a lit- 
tle more timid in our operative work and so the man died on 
the fourth day. At the autopsy it was found there were no 


*Remarks before Chicago Medical Society. 


injury whatever to the spinal cord itself; the bullet had passt 
thru the spinal canal which was completely filled with blood 
from one end to the other. In fact it appeared clear that 
death was directly due to the hemorrhage in the spinal canal. 

This was a case in which the indications for operation 
were positive—the patient’s own statement that he did not 
fall from the wound of the spine being sufficient to show 
that the cord was not severed, that the subsequent paralysis 
was of such character as to be amenable to surgical treat- 
ment, altho the paraplegia was complete by the time he was 
admitted to the hospital. 

It is barely possible that in such cases of spinal hem- 
orrhage partial relief might be afforded by lumbar puncture, 
with drainage of the blood from the subdural space ; but this 
treatment is advisable only when operative measures cannot 
be adopted thru either lack of consent or the patient’s gen- 
eral bad condition. In case of doubt as to existence of 
spinal hemorrhage to the extent of filling the whole canal, 
with consequent dangerous pressure on the cord, lumbar 
puncture may be resorted to as a diagnostic measure. 

A third case was a bov injured in a foot ball game at 
Duluth, Wis., brought to Chicago for operation. Altho the 
fracture was found and remedied and the patient made an 
ideal recovery from the operation there was absolutely no 
improvement from the paralysis which was due to a com- 
plete destruction of the cord. 

A fourth case was a man who was struck by a descending 
elevator. As a result of the accident there was a paralysis 
of irregular type rather than the complete transverse paraly- 
sis which accompanies fracture with permanent injury of the 
cord. As there were no external evidences of fracture I ex- 
presst the opinion that the patient did not need an operation 
and that he would slowly recover. He is now recovering. 
There was in this case, probably, some tearing of the cover- 
ings of the cord with more or less hemorrhage in the spinal 
canal—a case in which the most brilliant results might have 
been ascribed to operation had one been performed! But 
it is not justifiable in my judgment to subject such a patient 
to the dangers of an operation when the indications are that 
he will recover without it—tho perhaps much less speedily— 
namely that the paralysis is not complete or is irregular in 
type and that the symptoms do not tend to increase rather 
than disappear. 

A fifth case was a man who fell some twenty feet from 
a scaffold, sustaining a severe concussion with some de- 
formity of the spine, but no paralysis. Three weeks after 
the injury paralysis made its appearance, of very insidious 
development—some six week elapsing before the paralysis 
was complete. This paralysis continued eleven months with- 
out any apparent tendency to recovery; the gradual restora- 
tion of function occurred ; and to-day the man has entirely re- 
covered. 

There is a question in my mind whether fracture of the 
spine was really present in this case. There was markt de- 
formity, which continues even now after the patient is en- 
tirely well; but—he was able to walk after the accident! 
Was there a crushing of the bodies of the vertebra? If so 
why did the paralysis come on so late after the accident? 
Such a late paraplegia could not be ascribed to hemorrhage 
in the spinal canal. I am inclined to the belief that the 
paralysis was due to reaction from the severe traumatism, 
and that as soon as the effect passt off there was restoration 


_of the function of the cord ; but I must say I would like more 


light on the pathology of this case. 
CONCLUSIONS. 
The conclusions I have reacht may be stated as follows: 
_I. When there is fracture with primary, complete, 
transverse paralysis operation will do no good. 


1 
I 
E 


fF 
} 
| 
| 
| 
i 
— 
He 
| 
| 
\j 
i 
. 
| 
i 
a 
‘ 
|| 
Bilt 
u 
| ti 
j 
b 
| a 
at 
2 
in 
in 
| 
(op 
i} 
i 
ii 


“Synopsis of paper read before the American Medical Association. 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 31 


2. When there is irregular paralysis, even tho it may’ particularly advisable. 


How often do we see a lip terribly 


eventually become complete, recovery usually occurs without | disfigured by scars of pins or sutures used to close a hare- 


operation. 


lip! All this might be avoided by careful sewing of the 


3. When the paralytic symptoms are evidently due to| mucous membrane and the introduction of a few subcuticu- 
hemorrhage operation is indicated; but it must be done at! lar stitches reinforced by adhesive plaster. 


once. 


Most potent of all, however, is the argument against in- 


4. If the paralysis can be ascribed to mere puncture of | fection of the deeper tissues by means of sutures which pass 
the cord or to simply pressure of fragments operation is} thru the skin—easily avoided by the use of plaster. In ad- 


justifiable ; but such cases must be extremely rare. 


HOW TO CLOSE WOUNDS.* 


By Mites F. Porter, A. M., M. D., Fr. Wayne, Inp., 


Professor of Surgery and Clinical Surgery in the Ft. Wayne 
- College of Medicine. 


The methods of wound-closure now practist are not the 
best. Experience, observation of the work of others, inquiry 
and reading convince me of this. The plan I now commend 
is not original with me—I simply wish to urge its more ex- 
tensive adoption. To overcome the objections to the ordin- 


ary suturing I formerly adopted subcuticular closure by ab- 
sorbable material. This I have practically abandoned for 
coaptation by aseptic adhesive plaster. This is applied in 
strips about one-fourth of an inch in width, after the skin has 
been thoroly dried. No more strips are used than are neces- 
sary to maintain perfect coaptation. If desired, they may be 
left on for two weeks. Some cases (as for instance opera- 
tions for mammary carcinoma) will require either two or 
three tension sutures in connection with the adhesive strips, 
or instead the wound may be closed thruout with subcuticu- 
lar stitches of catgut. Again, in rare cases a few stitches 
may be needed to obliterate dead spaces in very fat subjects. 
In these cases, however, it is usually possible to obliterate 
the dead spaces by placing strips of adhesive plaster over 
rolls of gauze placed parallel to the wound. I regard the 
use of adhesive strips in the closure of wounds as a long step 
in advance of the buried absorbable suture, which in its turn 
was a long step in advance of the older methods. 

To-day, with the combined use of buried absorbable sut- 
ures and adhesive strips, results may be obtained which are 
far superior to those following the use of thru-and-thru sut- 
ures. Save in cases where much tension is necessary to 
maintain coaptation (especially in the presence of infection) 
a suture thru the skin is unnecessary, and will soon come to’ 
be considered as an evidence of want of skill or care on the 
part of him who places it. 

Tension of the skin alone or subcutaneous tissues is not 
a sufficient excuse for placing a suture thru the skin if in 
a position where avoidance of a scar is demanded. 

Superficial abscesses are less frequent with buried sut- 
ures ; they are almost totally absent in wound closed by asep- 
tic adhesive plaster. The reasons are that (1) there is 
better chance of escape of retained blood or serum, (3) co- 
aptation is so much better that immediate union is more often 
secured and (3) there .is less trauma to the skin which can- 
not be entirely rid of pus-germs. When superficial suppur- 
ation does occur in wounds closed with plaster it is of much 
shorter duration than when stitches are used. 

Another advantage is: the wound may be closed much 
more quickly. Besides it makes a far less prominent scar. 

As to the objection that the adhesive plaster cannot be 
kept sterile: Unquestionably sterile plaster may be obtained 
in original packages ; it may be kept aseptic, ready for use, 
in an air-tight receptacle in the presence of formalin. 

In operations about the face this method of closure is 


dition to the danger of septicemia (which is not now com- 
mon) there is a very strong reason for preventing suppura- 
tion of this kind, namely: because it decreases the strength 
of the wound. For a thru-and-thru skin stitch, (or a sub- 
cuticular stitch) to be the cause of suppuration extending to 
the deeper structures is not an extremely rare thing. Gen- 
erally speaking, animal sutures, with our present knowledge 
of preparing them, are not used in the presence of infection. 
This necessitates the use of non-absorbable sutures which can 
be removed when they have fulfilled their purpose. Such a 
necessity sometimes arises in operations for hernia. It can 
be met by placing the sutures mattress-fashion, and bringing 
the ends out thru the skin and fastening them there by using 
perforated shot and buttons. This method reduces the num- 
ber of skin punctures to a minimum, and does away with the 
dangers incident to the constriction produced by tying the 
sutures in the ordinary way. 

Another plan which has been found to work well is the 
use of a running stitch of non-absorbable material, each end 
of the thread being fastened by the shot and button. The 
objections to this later form of suture are two: 1. Its re- 
moval is painful. 2. If suppuration does occur it will be 
more extensive, other things being equal, than with an in- 
terrupted suture. When either of these methods are used for 
the deep structures it is now my practice to close the skin by 
plaster as already described. 

Still another plan which I have found to work well where 
for any reason non-absorbable material is deemed necessary 
for the deeper tissues is to place the stitches as tho the usual 
figure-of-eight stitch were to be used, but instead of com- 
pleting the figure by tying and thus coapting the skin, each 
end of the thread is fastened by the shot and button at a short 
distance from the margin of the wound; the skin is then 
brought together with adhesive strips. No matter how fat 
the subject, the proper placing of this stitch will not only 
result in effectually coapting the deep structures, but will 
also prevent the formation of a dead space between the deep 
structures and the skin, and with a minimum of constriction 
and trauma, both of which are particularly to be avoided in 
fatty tissue. 

In the presence of infection necessitating drainage there 
is especial reason for avoiding sutures, particularly to coapt 
the skin or subcutaneous tissue. In such case only such sut- 
ures should be used as are absolutely necessary to coapt the 
deeper structures, and the superficial ones should be co- 
apted by the use of adhesive strips. Even these deeper sut- 
ures can be avoided in many cases wherein they are now, 
by the majority of operators, deemed necessary. To il- 
lustrate, an amputation of the arm seldom, if ever, requires 
sutures, and they are especially to be avoided in such opera- 
tions done thru infected tissues. Common adhesive plaster, 
collodion and cotton, and collodion alone are inferior to asep- 
tic plaster, for reasons too patent to require their being given. 


CONCLUSIONS. 


_ In conclusion, I desire to emphasize the following 
points : ; 

I. The use of sutures should be avoided save where 
absolute necessity demands their use. Many wounds, in 


which sutures are now commonly used, may he coapted more 
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perfectly, more speedily and more safely without the use of 
sutures. 

2. Tension and moisture are the only conditions mak- 
ing sutures necessary. 

3. When sutures are necessary buried absorbable sut- 
ures should be used in all cases where there is no infection. 

4. The necessity for drainage does not contraindicate 
the use of adhesive plaster for purposes of coaptation. 

5. It is doubtful if the use of non-absorbable suture 
material should ever be used with a view to its remaining 
permanently. 

6. Non-absorbable sutures are not necessary nor advis- 
able save in intestinal work and in the presence of sepsis. 

7. In those cases in which non-absorbable sutures are 
necessary that method of applying them should be chosen 
which will subject the tissues to the least possible trauma, 
preduce the fewest possible avenues for infection thru the 
skin, and permit of their being removed when they have ful- 
filled their mission. 


FRACTURES AND DISLOCATIONS OF THE CLAVICLE.* 


By Joun H. Roruwe tt, M. D., Liserty, Mo. 


Nearly 15 per cent of all factures are of the clavicle, the 
bone being small and prominently exposed receives severe 
strain from all falls on the shoulder, elbow or hand; and 
also, on account of its prominence, especially liable to direct 
violence ; and fracture may also occur (rarely) from muscu- 
lar action. 

The most frequent seat of fracture from indirect vio- 
lence is in the body of the bone just external to the center, 
where it is smallest ; but it often occurs at either extremity. 
Direct violence may cause fracture at any point. 

The fragments are usually displaced: the sternal end 
being drawn upward and forward by the sterno-mastoid 
muscle, the acromial end depresst and rotated by the weight 
of the arm, and by the action of the shoulder muscles ; the 
shoulder droops, falling inward and forward. 

In replacing the fragments to proper position, whatever 
the site of the fracture, the shoulder must be elevated, thrown 
outward and backward, and maintained in that position. 
The best dressing is the one which will accomplish this with 
the most safety and comfort to the patient. One of the best 
is the Sayre dressing; but I find that in most cases it is a 
great punishment to the patient, excoriating the skin under 
the plaster, especially at the elbow. The pain it produces 
by its pressure on the elbow is frequently unbearable, grow- 
ing more so the longer it is worn. Another inconvenience 
is that the plaster will slip and stretch, especially in warm 
weather, or if patient perspires, giving a feeling of insecur- 
ity and necessitating a renewal of the dressing, which is 
often difficult on account of the excoriation. 

The method I have found most satisfactory is to fasten 
a roller bandage around the arm the same as the plaster 
would be in the Sayre dressing, using needle and thread or 
safety pin. The arm is drawn back, the roller carried 
around the body and secured to the skin of chest or back by 
adhesive strips running obliquely across it. Then a pad of 
cotton is placed in the axilla, also one between the arm and 
chest. Then the forearm is carried over the chest, with the 
fingers at the opposite shoulder, forcing the elbow forward, 
inward and upward, thereby pushing the shoulder forward, 
outward and backward until the fracture is reduced. Hold- 
ing it in this position, the roller is continued around the body, 

*Abstract of popee read before the C., M. & St. P. Ry. er an 


Association; full paper and discussion may be found in the Railway 
Surgeon. 


over the forearm and arm, each turn of the roller being 
lower, until the elbow is reacht ; when a thick pad of cotton 
is placed over the elbow, bringing the last turn of the band- 
age under the elbow, over the back to the opposite shoulder. 
Over this shoulder is a pad on top of which is placed, with 
the sticky side up, a long strip of adhesive plaster 2 inches 
wide. An assistant holds the pad and plaster in position 
while the roller is‘ carried over the point of the shoulder, 
sticking to the plaster on the pad. It is next brought down 
over the forearm, under the point of the elbow, again over 
the shoulder overlapping the first layer on the outer side; 
next under the elbow, over the shoulder again, overlapping 
the first layer on the inner side, and so on till the shoulder, 
from near the neck to the middle of the deltoid is covered 
with bandage, a part of each layer adhering to the plaster 
to prevent slipping. Last, the upper and lower ends 
are folded over the shoulder, sticking them to the bandage. 
This forms a cup-shaped pad over the shoulder that cannot 
slip easily. 

To make this still more secure, it may be painted over 
with silicate of soda or plaster-of-Paris, which will make it 
hard and firm. I usually continue the dressing by placing 
a thick pad at the root of the neck, carrying the roller down 
over the forearm, just in front of the elbow—pass it under- 
neath and behind the elbow and over this pad at the side of 
the neck, repeating the turn two or three times to assist in 
holding the shoulder up, at the same time relieving some 
of the pressure on the point of the elbow. Then the roller 
is passt several times around the body over all, to hold the 
bandages in place, and to hold the arm more firmly to the 
side. I keep these bandages from slipping by fastening 
them together with adhesive strips, and also by sewing with 
needle and thread. If the elbow becomes painful, I then 
slit the bandages over the point of the elbow, allowing it 
to protrude slightly thru the slit, thereby taking the pressure 
off of the painful point. 

After twelve to twenty-four hours, when the arm, of 
course, gets very tired on account of its position, the patient 
is perfectly comfortable, the shoulder immovable, retained 
in place perfectly. The dressing does not have to be re- 
moved or reapplied as long as it is necessary to be worn. 
The patient can go about his business without feeling as 
tho his dressing may get loose; with his shoulder so solid 
that running or jumping does not jar it. I always leave the 
hand free, which is a great comfort to the patient. 

The dislocation of either end of the bone is reduced by 
very much the same method. In dressing after reduction of 
the dislocation, I place a pad over the replaced end of bone, 
binding it down with adhesive strips or bandage, as seems 
best, then applying the same dressing as I do for fracture, 
thus holding the shoulder upward, outward and backward, 
retaining the bone in place. This has proven the most ef- 
fective as well as the most comfortable of all dressings that 
I have used. 


THE PROPER DRESSING FOR FRACTURES.* 


By W. Rumet, M. D., Cepar Rapips, Iowa, 
Surgeon to the Chicago and Northwestern Railroad. 


In cases of fracture the first consideration is: How 
shall the patient be moved to a place of safety ; his home or 
a hospital? The first dressing must frequently be impro- 
vised upon the spot, and must be such as to prevent further 
damage by movement of the broken bores. Its character 


*Abstract of paper read before the American Academy of Rail- 
way Surgeons. 
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may vary according to the distance the patient is to be car-| being applied, as in many instances this cast is used thruout 
ried. If he is to be moved only a short distance the arm may | the treatment of the case, and when the patient is about on 
be merely tightly bandaged to the body or the leg to its| crutches if the toes drop he is liable to stumble. 


fellow—the least possible handling of the parts, until all is in 


‘After the plaster has dried somewhat it is well to apply 


readiness for the permanent retention of, the bones is essen-| a gauze bandage to prevent the plaster’s wearing off. The 
tial, thus saving the patient’s pain and strength as well as| limb may then be placed on a pillow. 


lessening the injury to tissues likely to occur in attempting 


I have made it a practice to open the cast at the end of 


to correct the deformity of broken bone. If, however, the dis-| ten days by cutting along the front with a knife, the cotton 
tance is considerable or it be necessary to wait for some time | and gauze being cut with scissors and thé fracture inspected 
for trains, as in cases of wrecks, it will then be necessary to| and cast bandaged on again. 


provide a dressing of a more permanent nature. Let us take 


In fracture of the leg after three or four weeks, if the 


a fracture of the leg below the knee as an example of how to| cast is still firm enough, it is shortened at the top, so as to 
put on the temporary dressing: The clothing is removed] enable the patient to use the knee and he is allowed to be 
sufficiently that the leg can be bandaged with a roller of| about on crutches. In simple fracture where minimum 


gauze and placed in a “quilt” or a “blanket-splint.” The} amount of contusion is present, the patient sometimes is al- 
blanket or quilt is folded in such a way that it will be long} lowed to be about earlier. 


enough to extend beyond the foot. It is then rolled firmly 
from either end towards the center, in such a manner as to 
make the two rolls firm and as nearly as possible, of the 
same size. This is held firmly by an assistant and the leg 
placed on top of the smooth surface and then allowed to 
drop between the folds as they are slowly unrolled but kept 
firm, until it is deep enough for the rolls to grasp it along 
its entire extent. Then strips of bandage, which have been 
placed so as to be under the blanket splint, are tied firmly. 
Sufficient extension is kept up until the strips of bandage are 
tied. As thus put up the leg will be held in position firmly 
and the patient will be able to travel a long distance, if nec- 
essary, without much discomfort. It is essential to have this 
splint extend well beyond the foot so that the ends can be 
tied or pinned, thus supporting the foot. The tying or pin- 
ning the ends of the splint should be left until after the strips 


about the leg are tied. If a blanket or quilt cannot be had 
a pillow will do fairly well; even an overcoat can be used. 

I do not believe in the “temporary dressing” of fractures 
(except for purposes of transportation as already outlined), 
that is in the application of some sort of fixation dressing 
loosely applied until the limb can swell and then “go down” 
again—the application of a plaster splint immediately pre- 
vents much swelling (filling up of the tissues with serum) 
which adds more damage to the injured parts. 

When a fracture has been reduced (almost always un- 
der the influence of a general anesthetic) how shall it be re- 
tained? For the upper extremity and for the lower below 
the knee I still use plaster of Paris, believing it to be the 
best in spite of the opposition lately developt. After the 
limb has been thoroly scrubbed and washt with 1 to 2,000 
formalin solution it is covered with a sterile gauze or bi- 
chloride roller. This is a strip of gauze 18 inches wide, 
folded twice, making it 4!% inches wide and four yards 
long, wound loosely. This is put on loosely and moist ; then 
several layers of “sheet cotton” (torn in strips of 3 to 4 
inches wide) are used in case of compound fractures. Then 
the plaster of Paris roller bandage is applied, put on heavy 
enough that it may last two or three weeks, or perhaps for 
the entire treatment of the case. Care should be taken that 
all parts of the splint are of the same thickness; the back 
part especially is likely to be thin and will wear out soon. 

If the fracture be below the knee that joint should al- 
ways be included in the splint, but it should be slightly flext. 
(All dressings or splints must supply the original principle 
of fixing the joint at either extremity of the broken bone.) 
It is well to always provide a small compress for the heel 
tendon (made of sheet cotton) and place before putting the 
encased leg into the blanket splints; this prevents sagging 
while the plaster is drying and the cast fits better about the 
heel. The toes should be left exposed, and care should be 


With fracture of the femur the same general precau- 
tions are observed. Buck’s extension is used with coapta- 
tion splints, usually small pieces of yucca (immerst in hot 
water) applied by means of a Scultetus bandage. Extension 
is kept up by an assistant; the coaptation splints are held 
firmly, while the bandage is put on to prevent them from 
sliding upwards. A weight of 10 to 15 pounds is sus- 
pended from the foot, and the foot of the bed elevated to 
secure counter extension. Sand bags are placed so as to 
keep the foot in position, and also to keep the foot up. The 
pads in the bed are so arranged that the entire leg is resting 
solidly ; if the break is near the upper third, they are so ar- 
ranged as to elevate the lower fragment sufficiently to be in 
axis with the upper. 


The Scultetus bandage is easily adjusted and tightened. 
Soiled portions can be replaced easily by pinning a clean 
strip to the soiled one and drawing it thru. After union has 
been well establisht, a plaster-of-Paris cast is put on and pa- 
tient allowed to get up; this usually about the sixth week. 
In fractures of the upper extremity, the plaster splint 
and dressing are used in the same manner as in fracture 
below the knee. When putting on the permanent dressing 
on the forearm, it is always well to put the arm in supination. 
Special fractures, of course, will need special splints, but 
the application of the plaster-of-Paris bandage is possible in 
almost all forms of broken bones. And after all it will be 
found the ideal splint material. 


Ambulatory Treatment of Varicose Ulcers. 


Maury states (New York Medical Journal) that patients with 
large varicose ulcers can resume work in a fortnight after curet- 
ting, if the affected leg is firmly swathed in starched bandages 
dipt in the following solution: 


Before applying the above, the leg should be washt for five 


minutes with soap and water, and the ulcer cleansed with for- 
mol solution. 


Remarkable Bullet Wound of Heart. 


In Medical World, Dr. A. D. Mahaffey, of Cheyenne, Wyo., 
reports the case of James Mortimer, who at 3 p. m., June 9, got 
into trouble with a fellow-moulder, both intoxicated; Mortimer 
was shot in the region of the heart with a 32-caliber pistol. He 
fell as if dead, was taken to the hospital where he revived and 
became conscious and converst, but the doctors said he could 
not live. He gradually weakened and at 12:30 a. m. he died, 
having lived nine hours. Upon postmortem it was found that he 
had been shot directly thru the left ventricle of the heart, the 
bullet entering about one inch above the apex of the heart and 
making its exit about two inches above apex, having passt thru 


taken not to allow the foot or toes to drop while the cast is 


the center of the ventricle. 
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EDITORIAL NOTES. 


Doctors and Editorials. 

It is a queer thing that doctors want their medical journals 
to contain editorials. One would think that doctors of all men 
would care least for editorial matter in their medical literature; 
that the opinion of men who edit medical journals would be 
of little concern to the average reader; that the subscriber 
would be just as good—perhaps better—judge of “current 
events” as the man who presides over th? paste pot and scis- 
sors. But it appears to be not so. Perhaps the fact that medi- 
cal writers view certain subjects from a different angle than 
the ordinary physician does make their editorials interesting: 
crazy people are always entertained by the pranks of fellow- 
cranks. So, as “from time immemorial,” medical journals will 
probably continue to have editorials of more or less interesting 
character. Whether they ever have any influence in moulding 
professional sentiment is a question—doctors as a rule have opin- 
ions of their own, and they are very apt to be fixt; also they 
are quite likely to be better than those of the average editor. 


The Lion and Lamb Lie Down Together. 

Since the New Orleans meeting of the American Medical 
Association, at which it was resolved that all city and county 
medical societies may admit reputable Homeopathic and Eclectic 
graduates to membership (the only requirement being that the 
practitioner does not use the sectarian designation upon his 
sign and cards—simply calling himself a “physician”), numerous 
evidences of good fellowship between heretofore antagonists 
are coming into prominence. For example, at the Emergency 
Hospital in St. Louis, the staff now consists of Dr. Jacob Fried- 
man, who is a prominent member of the faculty of St. Louis 
University—sometimes called the Beaumont-Sims College of 
Medicine; Dr. B. M. Hypes, Professor of Obstetrics in the same 
institution; Dr. M. J. Hopkins, aforetime door-keeper in the St. 
Louis Medical Society; Dr. William Reed, one of the very few 
“high-dilutionists” of the Homeopathic fraternity; Dr. T. Gris- 
wold Comstock, one of the most prominent Homeopathic prac- 
titioners of the Mississippi valley—and ‘a royal good fellow,” 
by the way; Dr. C. H. Goodman, formerly a favorite professor 
in the Homeopathic Medical College of Missouri, and Dr. C. 
M. Nicholson, Secretary of the Missouri State Medical Society. 
Ye Gods and little fishes! What must the injured shade of John 
T. Hodgen say as he (it?) looks down upon his former home? 
And. how does the founder of the American Medical Association 
—the venerable Nathan Smith Davis of Chicago—feel as he 
looks over the list? And the “howlers” of the Missouri State 
Medical Society—oh, where are they? The St. Louis Medical 
Review is silent. 


In Hard Luck. 

The Buffalo Medical Journal, “establisht in 1845 by Austin 
Flint, M. D.,” is in such financial straits as to be compelled to 
carry the advertisement of the Keeley Institute. Verily Brother 
“Willy” Warren Potter—he of the immaculate shirt-front and 
the elaborate coat-of-arms—should “take a tumble to himself” 
and print an expurgated edition for circulation among those who 
do not like the looks of quack advertisements in medical jour- 
nals of presumed decency. Would Austin Flint have printed 
it? Hardly—even with the sanction of two assistant editors 
and six associate editors of a 72 page journal: eight pages 
apiece. Let us have less Keeley, oh ye immortal nine! 


An Echo from New Orleans. 


The following letter from one of America’s greatest surgeons 
deserves a conspicuous place: “My dear Dr. Lanphear: The 
spirit of fairness will, I am confident, allow in your own Journal 
an expression of views diametrically opposed to yours. I will 
not comment on your editorial with title, ‘New Orleans Inhos- 
pitality,’ but ask the privilege of submitting a small part of my 
experiences in New Orleans. The manner in which I was 
treated there makes me view with apprehension. the possibility 
of a visit here from any of the people I met in the Crescent 
City. This apprehension is based upon my disabilities, temper- 
amental and otherwise, to reciprocate even an infinitessimal part 
of the exquisite courtesies and kindnesses showered upon me. 
To mention the names of even some of those who gave them- 
selves trouble to make me regret leaving New Orleans, would 
make a long list. Moreover it would be invidious if, in that 
list, I omitted a single one of those whose acquaintance I made 
there. The private luncheons and dinners, to speak of material 
things, which were given me, showed a hospitality that belit- 
tles any attempt in a similar direction that I ever could make. 
Your complaint about the Committee did not at ail apply in my 
case. Altho I could not ask for rooms otherwise than by tele- 
graph a week before the meeting, I was provided accommoda- 
tions which compare most favorably in all regards with any 
I have seen on similar occasions in any of the large capitals of 
the world. The prices charged me therefor were not at all ex- 
orbitant. Our colleagues and the people of New Orleans, need 
no defense, especially not that of so feeble a pen as mine; I 
write this only to relate my experience. To jugulate any mis- 
apprehension regarding my motives in taking up the matter 
at all, I must add that close study of the specialists in New 
Orleans make me jealous of their competence, skill and learning. 
I therefore cannot hope of even one patient being sent me from 
that charming and beautiful city. If you deem me dazzled by 
the exquisite manners of those who honor me by accepting me 
as a colleague in the specialty, and if you add that all genitouri- 
nary specialists are charming fellows, I must subside by re- 
maining Sincerely yours, . 

FERD. C. VALENTINE, New York. 


The Medical World on New Orleans. 

The editor of The Medical World, of Philadelphia, evidently 
agrees with this Journal in the estimate of “New Orleans hos- 
pitality” for he says: “Did I attend the American Medical As- 
sociation meeting at New Orleans? Of course. And you wish 
my impressions of New Orleans? Well, my first and very de- 
cided impression was that so large a meeting should not be held 
at New Orleans again until the city has adequate hotel accom- 
modations at reasonable rates. The overflow was taken care of 
—‘taken in’ would be a better way to put it—by a private syndi- 
cate in touch with the local committee. This syndicate engaged 
the available rooms in private houses and placed the visiting 
doctors in them at fabulous rates for the accommodations given. 
Many of the rooms were opened and fitted up for the occasion 
with temporary, and not too comfortable, furniture, several beds 
in a room in many cases, two persons per bed, cleanliness and 
service at a discount—or rather, they would have been at a pre- 
mium if they could have been obtained. And yet first-class hotel 
prices were charged for these make-shift accommodations—$1.50 
to $2.00 per day per person, for sleeping accommodations only. 
Meals were taken at restaurants. After getting settled the best 
we could, the ladies of our party thought they positively could 
not stay until they took it into their heads to clean house, which 
they did (bless them), with up-rolled sleeves and the aid of a 
colored woman. Then, with clean covers, new towels, etc., life 
was placid again. However, this does not represent real and 
normal New Orleans life, as we saw at elegant receptions given 
at private houses, and in hotels after the crowds had gone. But 
as we were enjoying the lavish entertainments, later, we could 
not help thinking that a little less champagne and little more 
attention to and fairness in housing the members would have 
been more fitting.” And that was the general feeling, all “com- 
plimentary compliments” to the contrary notwithstanding. 


Appendectomy by a Woman. 


An abdominal section by.a female surgeon is not so un- 
usual as to attract attention now, but when the operator is 
merely a doctor’s wife the case certainly deserves mention. Medi- 
cal Review says that Dr. William H. Long and wife are mission- 
aries in China. Not long ago Dr. Logan was taken seriously 
ill. He was 800 miles from-another physician. He diagnosed 
his case as acute appendicitis, requiring an immediate operation. 


aA 


| 

i] 

i 

With 
: 
i 
| 

| 
| 
| 

~ if 

| 
| 
| 
| 
— | 
| 
ti 

tle 
Wil 

| 
— | Dr 
| 
| er 
Hi 
— he 
St 
the 
iI 
| yee 
he 
the 

— 

— 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 35 


The doctor explained to his wife the location of the appendix, the 
necessary cutting to be done, the handling of the knives, the 
treatment of the wound and other matters incident to the deli- 
cate operation. It was indeed a most trying position for a 
woman, but the doctor’s wife did not swoon and leave her hus- 
band to die. She nerved herself to the ordeal and took the 
desperate chance. She administered an anesthetic and removed 
the appendix according to directions; and Dr. Long recovered. 
Long live the brave surgeon: Mrs. Long! 


NEWS NOTES. 


A New Department.—This month the Journal inaugurates a 
column of gossip about surgeons and gynecologists—their doings 
and belongings. An Irish friend suggests that a good title would 
be, “Vice and Advice.” Most medical readers are as much in- 
terested in the actions of their surgical and gynecological heroes 
as they ere in the latest advances in surgical pathology or the 
newest technic of opening a boil. Hence this column. But there 
will be no vice mentioned—doctors are never vicious. 


A Loss to Texas.—Texas Medical Journal contains a note to 
the effect that Dr. Allen J. Smith, Professor of Pathology in the 
University of Texas, has resigned and will accept the same 
chzir in the University of Pennsylvania, his alma mater. This 
is a distinct loss to Texas, as it will be extremely difficult to fill 
his place; but Philadelphia will gain a genial gentleman and pro- 
found student as well as excellent teacher. 


Death of Dr. I. N. Love.—Poor, dear Love is dead! It is al- 
most impossible to believe it. So active, so full of life and hope 
and happiness, so strong in the belief that he would “live to be a 
hundred,” as he often said—it does not seem that he has passt 
to the silent majority. Yet his passing was exactly as he wisht: 
without a moment’s warning, while smiling and bowing at the ap- 
plause always his when on his feet to make an after-dinner talk. 
Love had his faults—who hesn’t? But for all that he was in- 
tensely interesting, profoundly human, a true optimist; and 
all who knew and loved him will long feel his untimely death 
most keenly. Requiescat in pace! 


Dr. Henderson Resigns.—Dr. Frank L. Henderson has re- 
signed the chair of Diseases of the Eye in Barnes Medical College 
—a position he hes held for some years with great credit. He 
is succeeded by Dr. J. Ellis Jennings, a well-known ophthalmolo- 
gist, for many years associated with Dr. S. Pollak in the eye- 
clinic at the great Mullanphy Hospital. 


Dr. Murphy’s Income.—It was current gossip at the New 
Orleans meeting of the American Medical Associetion that last 
year Dr. John B. Murphy, of Chicago, received $110,000 from his 
surgical practice—an average of $300.00 a day! If the report 
be true Dr. Murphy undoubtedly has the best practice of any 
doctor in America. 


Three Medical Schools in Dallas.—Dallas, Texas, with less 
than 100,000 inhabitants, now has three “regular” medical col- 
leges: The Medical Department of Baylor University, the Dallas 
Medical College and the Medical Department of the Southwestern 
University. They will be fewer in two or three years—consolida- 
tion with elimination of poor teachers will do as much for medi- 
= instruction in Dalles as it has elsewhere. Get together, gen- 
tlemen! 


Dr. Runge’s Aspirations.—The daily press announces that 
Dr. E. C. Runge, for long Superintendent of the St. Louis Hospital 
for the Insane, is an aspirant for a similar situation at the Gov- 
ernment Asylum at Weshington. If this be true, it is to be hoped 
he will get the appointment, for there is no man in the United 
States more thoroly competent than Dr. Runge. It will be a dis- 
tinct loss to St. Louis if he resigns the superintendency of the 
City “Bedlam,” but the poor unfortunates at Washington will be 
the gainer by the change. 


Dr. Hadra Dead.—Dr. B. E. Hadra, of Dallas, Texas, one of 
the most distinguisht surgeons of the Southwest, died July 12 
while in his office. Dr. Hadra wrote an excellent book some 
years ago on “Lesions of the Pelvic Floor.” For a long time 
he wes Professor of Surgery in the Texas Medical College, now 
the Medical Department of the University of Texas, a position 


Sure Cure for Lumbago.—Most backache mzy be traced to an 
overloaded colon; yet New York Medical Times says: “Five to 
ten drops of tincture of gelsemium every four hours will almost 
invariably relieve that painful backache known as lumbago.” 
“Painful backache” is “deplorably good.” Try gelsemium—and 
swear. 


Dr. Daniel Married.—Dr. F. E. Daniel, the well-known editor 
of the Texas Medical Journal—familiarly known as “The Red- 
back”—is married. For nearly a quarter of a century “Dan’els” 
has been a widower, rearing a family of little Daniels with the 
tender care of a mother as well as the great-heartedness of a 
loving father, so the announcement of his wedding a young and 
attractive Austin lady came as a blood-red surprise to his friends 
—and they are numbered by thousands. Like Ben Adhem: 
“May his tribe increase” and among the names the Lord shall 
bless let his name “Lead all the rest!” He deserves it. 


Dr. Murphy Gets Apologies.—It is interesting to note the 
apologies tendered to Dr. John B. Murphy, of Chicago, by various 
medical editors who “jumpt on him” for his supposed connection 
with the unethical “Christian Hospital” of Chicago. The man 
who criticises as great a man as Murphy, without investigation, 
should be made to eat humble pie. The tendency to condemn 
prominent doctors is entirely too strong among medical men; 
curbstone gossip too frequent; and unfounded stories too oft 
repeated. Every physician should adopt the rule to speak well 
of every other doctor or say nothing. 


Daniel Writes a Novel.—Dr. F. E. Daniel, editor of the Texas 
Medical Journal, has written a novel entitled “The Strange Case 
of Dr. Bruno.” It is a scarlet novel—i. e., it is to be bound in 
scarlet cloth at $1.00, with no extra charge for the color. If it 
is as good as his “Recollections of a Rebel Surgeon” it will be 
worth $2.00 in spite of the red-hot cover. “ Z 


Dr. Jos. Mathews Resigns.—Dr. “Joe” Mathews has resigned 
the chair of surgery in the Hospital College of Medicine. For 
fully twenty-five years Dr. Mathews has been a prominent teach- 
er in some medical school in Louisville; so it will seem queer to 
him to drop down to common “doctor.” The “perfesser” habit 
is hard to get rid of, but Mathews thinks he has served his time 
and intends henceforth to devote his life to travel, literature 
and rectal surgery. But “the boys” will miss him as no other 
teacher in Louisville would be misst. May his pleasure be as 
great in the future as his success has been in the past! 


“Diphtheritis."—That usually alert Journal, the Critique, of 
Denver, in July had an article entitled “diphtheritis’”—which 
means—if Greek has any significance: “inflammation of.the 
diphtheria.” Why not smallpoxitis, or spottedfeveritis, Brother 
Mastin? 


The Biggest Ever.—It is said that Drs. “Will and Charlie” 
Mayo, of Rochester, Minn., made 728 abdominal sections during 
the past year. This certainly “breaks the record” in abdominal 
surgery. What will New York and Philadelphia think of the 
“wild and wooly West” now? 


Mitchell and the Colleges.—Prof. W. W. Keen, of Jefferson 
Medical College, Philadelphia, told the Congress of Physicians at 
Washington this year—speaking of the failures of laymen to se- 
lect medical instructors with unerring wisdom: “Perhaps the 
most striking exemple I can advance of such an unfortunate mis- 
judgment is Dr. S. Weir Mitchell, who was denied a professor- 
ship in both the medical institutions of his native city, thus de- 
priving them of the most brilliant medical genius that America 
has produced within my personal recollection. For him it is now 
a matter of indifference, and for American literature it has been 
a gain. But for medicine, and especially for physiology, it was 
an immense loss. Both of his rivals were estimable, worthy gen- 
tlemen who held an honorable position in the profession, it is 
true, but Mitchell is a genius.” 


Death of Dr. MacLean.—Dr. Donald MacLean, of Detroit, 
Mich., is dead. He was for many years a prominent surgeon 
and teacher, his connection with the University of Michigan be- 
ing a notable one. He was 64 years of age. 


Our New Health Commissioner.—Dr. John H. Simon, the new 
health officer of the city of St. Louis, is “stirring things up.” 
Many of his appointments are commendable—otkers questiona- 


which he filled with great ability. 


ble; as to the latter, Dr. Simon will soon learn of their incom- 
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petency and will doubtless have the courage to drop them re- | remove a section and wait for a microsocpical diagnosis, since 


gardless of the opposition of the Jefferson Club, for Dr. Simon | the danger of infected cells being carried to remote parts by the 
is going to make a model health department for St. Louis’s | blood current is a real danger. 
“World’s Fair Year.” Thus saith the oracle. 
Treatment of X-Ray Burns. 
Trouble on Its Insides.—If one may judge from the editorials Acute x-ray burns in the practice of Dr. M. F. Engman, of 
in The Critique, the Denver Homeopathic Medical College is in | St. Louis, have been of the second degree or milder (with one ex- 
dire distress. Its students have decreast in three years from | ception, a burn of the back), with small points of deeper ulcer- 
fifty-three in number to seventeen—of whom six graduated this | ation. Infection and ulceration were not fectors to combat in 
year, “with no more in sight.” A proposition to unite with the | their treatment; hence the indications were to stop the intolera- 
University does not seem to meet approval. ble itching, assist repair, and to keep the surface aseptic, for | 
which he finds the following dressing successful: 
from Dr. H. C. McNew, of Dallas—a typical “hustler” of the New _ Zine —. starch, bis. sub., of each........ 
South. Dr. McNew is Dean of the Dallas Medical College (and 
thru his energy the school had 213 students last year!), Pro- 
fessor of Principles and Practice of medicine, and editor of the Me 
Dallas Medical Journal, as well as a general practitioner of note Rose water.......ssseeeee ceeeeeeeeeeeeees , 
in the of the Senthwest. While te Mt. Louis Dr. Me- | should be rubbed up in mortar the leno 
New purchased an automobile specially constructed so as to open lin added. The olive oil and lime water are to be well mixt, then I 
out into an ambulance for emergency work. this mixture slowly added to the other, constantly stirring. I 
When this is thoroly mixt the rose water is to be added and the s 
whole beaten up in the mortar into a light, creamy paste. If € 
A Chance for Simon.—While Health Commissioner Simon is | there is much pruritus, 1 per cent or 2 per cent of carbolic acid t 
hunting for Sanitary Windmills to fight let him turn his atten- | aan pe added. In applying this creamy paste, it should be spread i 
tion to Union Station. In this great building in which millions | 9) several thicknesses of absorbent g2uze and laid over the sur- I 
of people stop (for as short a time as possible) every year, there | face and a sheet of guttapercha tissue placed over it to prevent t 
are but ten closets open to the people—the rest are obtainable | gyanoration. The cream paste is very cooling, and acts almost c 
only by the payment of ten cents. One Sunday morning recently es a lotion without the disagreeable effects. 
every closet in the “defecatory” was filled and there were thirty- 
two men anxiously, nay, painfully, awaiting to be Position” in Peritonitis. 
Dr. Simon order the “private closets” to be opened to the public | 
free of charge and trevellers will arise and call him blessed. Let In a paper in American Medicine of July 25, Dr. Van Buren : 
the Terminal Association sacrifice some of its profits to the pub- | K2ott, of Sioux City, I2., expresses firm belief in the efficacy of 
lie good. Fowler’s position in the treatment of septic peritonitis. He re- o 
ports five successful cases (not consecutive) and adds that he T 
ae has recently saved three consecutive cases of diffuse septic peri- u 
SURGICAL NOTES. tonitis due to appendicitis, by means of operation and Fowler’s lc 
oF position. This position is simplicity itself, being obtained mere- a 
: ly by elevating the head of the bed from twenty-four to thirty a 
Irritability From Roentgen Rays. inches. This elevation should be maintained for at least twenty- fr 
It is now claimed that men who work much with the x-ray | four hours. Knott says he has never yet seen any indications te 
become irascible and irritable—not from failure of apparatus to | which have called for the abandonment of the position nor has in 
run properly, but because of an irritating effect upon the central | he noticed any evil effects due to it. On the contrary, not only | in 
nervous system. Some very ugly reports are being made as to |ig the peritonitis favorably influenced, but the patient is made fr 
trophic disturbances also. Amateurs are therefore c2zutioned generally more comfortable. The post-operative vomiting is de- of 
against too long and too constant exposure to the fascinating | creast, colic is diminisht, flatus is passt sooner, and the bowels br 
light. ; move earlier. But it must not be thought that the method is to in 
' be used in place of operation; it is merely an adjunct to the wi 
Cure of Exophthalmic Goiter. means of drainage establisht by operation end serves to keep of 
Annals of Surgery for August contains an excellent article | the septic material in the lower part of the abdomen where the yo 
entitled “Thyroidectomy and Symp2thetectomy for Exophthalmic | peritoneum is less sensitive and less given to the absorption of it} 
Goiter” by Dr. B. Farquhar Curtis, Professor of Principles of | Septic materiel. The author has used the method in every po 
Surgery in the University and Bellevue Hospital Medical College, | !aparotomy performed by him during the past two years, 326 in th 
New York. He claims that 60 per cent of cases subjected to | all, and says that the comfort afforded because of it can scarcely mi 
thyroidectomy can be cured; and that an almost equally good | be estimated. in 
immediate result can be obtained from bileteral sympathetectomy the 
—tho what the ultimate results will be from the latter operation Cure of Gastric Ulcer. to 
cannot as yet be determined. There is danger of acute thyroidism Stewart thinks that gastric ulcer is more frequent than sup- om 
after both operations. He prefers cocaine anesthesia for thyroid- | posed, and that if we rely on the so-called clessical symptoms, si 
ectomy. - | we will miss an early diagnosis in about 60 per cent of cases. ny 
It may be reasonably held that a patient suffering from trouble =" 
Tumors of the Testicle. in the right upper quedrant of the abdomen, unrelieved by medi- 
cal treatment or suitable diet, probably has gastric ulcer or chol- 
ecystitis or both. Any medical treatment, as a result of which 
a teratoma. Coley regards the latter kind of tumor as almost | ‘he hemoglobin fails to approximate the normal will fail; yet — 
malignant in charecter. More than 50 per cent of his cases oc- surgical intervention is contraindicated with a low hemoglobin Wwe 
curred in young adults between twenty and thirty years of age, percentage and a high leucocytosis—hence the necessity for early PA 
which is a little unusuel in point of age, it being usually stated recognized proper treatment. The mechanice] irritation of food u 
that sarcoma of the testis is a disease of childhood and old age. in ulceration is a strong factor in the subsequent development pes 
Coley is inclined to believe that traumatism plays an important |°f carcinoma; hence, gastro-enterostomy should be instituted sak 
part in the etiology of sarcoma. In his own experience there early to secure the physiologic rest necessary to repair. se 
has been a distinct history of injury in fully one-half of the cases, iatr 
in many of which the sarcoma followed so soon after the injury Treatment of Fractures of the Neck of the Femur. iin 
that there could be no question of the latter’s etiological signifi- Dr. C. E. Thompson, Scranton, concludes that the teachings om 
cance. The results obtained, as a result of operative interven- | and writings of surgical authors have been rather discourgaing One 
tion in sarcoma of the testis, are, according to the author, very | to the general practitioner on this subject, says The Railway see 
far from gratifying; yet there is nothing else to do except oper- | Surgeon. Also that in all cases of fractured femoral neck, firm ical 
ate. Operation consists of complete removal of the testis and | bony union and useful limbs may be anticipated. That age is clin 
cord as far up as the internal ring as soon as the diagnosis is | not a counter indication to treatment nor to obtaining bony chre 
made. In addition, he recommends most strongly a course of |union. That the patient is best treated by reducing the fracture ‘us 
treatment with the mixt toxines of erysipelas and bacillus pro- | and immobilizing it. That this is best accomplisht under an- i 
digiosus, for at least three months after operation, as a prophy- | esthesia and by the use of plaster-of-paris spica. That the im- leas! 
lactic mezsure. There is one more caution; one should never | mobilization should be continued for a long time, and three 
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months should elapse before allowing weight on the limb. The 
Buck’s extension with weight and pulley is not sufficient im- 
mobilization to obtain bony union. That the use of apparatus in 
these cases is expensive, hard to obtain when needed, not so ef- 
ficient in immobilization, and less convenient for the patient and 
nurse than plaster-of-paris spica. That the operative treatment 
in old and neglected cases has succeeded beyond all expectations 
and deserves a place in surgery among the radical cures for 
troublesome conditions. That the patients who usually suffer 
from the accident being old and enfeebled is a good reason why 
the physician should make their declining years as peaceful and 
pleasant as possible. 


To Remove Nasal Polypi. 

Southern Clinic quotes Clark as believing that the best way 
to remove nasal polypi is by the cold wire snare. He does not 
believe in ceuterizing the pedicles with either the galvanic cur- 
rents or acids. He has tried the application of 95 per cent alco- 
hol and found it of some benefit. He emphasizes the following 
points: (1.) The question of a previous injury to the nose is to 
be considered in the etiology of polypi. (2.) Probably only a 
small proportion of cases are caused by sinus disease (usually 
ethmoiditis). (3.) A local vasomotor disturbance, which may 
be of constitutional origin, stands in a causative relation to polypi 
in a certain proportion of cases. (4.) The removal of the whole 
middle turbinate will be found necessary in many cases where 
the growths are diffuse. (5.) Many cases of nasal polypi can be 
cured if patients will return for treatment, as instructed. 


Fracture of the Clavicle in the Newborn. 

During the course of one year, Riether observed sixty-five 
cases of fracture of the clavicle in the newborn which occurred 
during delivery, but arose independently of the manipulations 
of the midwife. As a rule, this condition is only diagnosed, says 
The Railway Surgeon, after repeated, careful examination, for 
there is commonly no displacement of the fragments, but slight 
loss of function. The typical signs of fracture are usu2lly absent, 
and in some cases the diagnosis cannot be made until the appear- 
ance of callous formation. In forty-six of Riether’s patients, the 
frecture was located in the middle third of the clavicle, in four- 
teen at the acromial end, and in four at the sternal end, while 
in one the location was not specified. The clavicle which comes 
in contact with the symphysis during delivery is the one most 
frequently fractured. In twenty-three cases in which the back 
of the child was turned toward the left, the right clavicle was 
broken fifteen times, and the left eight times; while in nineteen 
in which the back was turned toward the right, the left clavicle 
was fractured in twelve and the right in seven. The absence 
of injury to the soft parts and the rapidity of bone repair in the 
young afford a favorable prognosis in these cases. Any deform- 
ity which may result from union of the fragments in a faulty 
position usually disappears during the future development of the 
thorax and shoulder girdle. In the cases in which there is not 
much displacement of the fragments, the best dressing consists 
in merely sewing a jacket about the child’s chest and fastening 
the arm in the flext position by means of a wristlet sewed fast 
to the jacket. In the cases in which deformity is present, a 
small wedgeshaped pad should be placed in the axilla, and the 
arm retained by bandages after protecting the skin with a thick 
layer of zinc oxide ointment. This dressing can be retained for 
a week without producing skin irritation. 


Cure of Cancer by Radium-Rays. 

The Roentgen-ray, it seems, is to be outdone by the radium- 
ray. American Medicine says: The close interrelations be- 
tween the sciences and the immediate practical results from a 
seemingly insignificant and remote discovery have often been 
illustrated in modern times, but never so dramatically as in the 
case of radium. It is said that the entire amount of the pure 
element that has been extracted by chemists is less than a 
teaspoonful. But in a year a study ef the minute properties of 
these few grains has apparently revolutionized physics and chem- 
istry, almost if not absolutely abolish (at least theoretically), 
the atomic theory of matter, which with gravitation seemed the 
Most certain of truths. Where it will end no one can forsee. 
One wonders if the greatest mystery of physics, gravitation, is 
soon to be explained. Immediately that radium is studied, a med- 
ical use is found. From Vienna comes the report that in the 
Clinic of Professor Gussenbauer there has been one cure of 
chronic carcinoma. The patient, who was 61 years old, says 
the cabled newspaper report, had long suffered from cancer of 
the palate and lip, and had repeatedly been operated upon fruit- 
lessly, until the autumn of 1902, when the physicians of the 


Viennese Hospital declared it was absolutely useless to operate 
again. One physician determined, as a last resort, to try radium 
rays, and treated the afflicted parts by exposing them to the 
light of radium bromide, the strongest radium preparation in ex- 
istence. He was rewarded by a gradual and complete disappear- 
ance of the tumors. Physicians at the same meeting reported 
that radium reys had cured a case of melanosarcoma and several 
cases of red mole. 


GYNECOLOGICAL NOTES. 


X-Ray for Kraurosis Vulvae. 

A case of kraurosis vulvae treated by Roentgen-rays is re- 
ported to New York Medical Journal by Dr. G. H. Stover, of Den- 
ver. The patient was Mrs. F. G. P., aged fifty years, who had 
suffered severely from kraurosis vulvae for several years, was 
referred by Dr. C. K. Fleming, who had made the diagnosis, for 
a trial of the x-ray. The area involved consisted of the labia 
minora and all the mucous membrane between them, and the 
pain was most acute. The patient was told that we know noth- 
ing whatever of the effect of the x-ray in this condition, and 
with that understanding an exposure was made; she had thoroly 
removed from the affected parts all the ointment she had been 
using, under the impression that the ray would not go thru it, 
so she was in more pain than usual at the time of treatment. 
He used the Kinraide coil, applied by 220 volts direct current, a 
tube of medium vacuum, distance six inches, time ten minutes, 
all the surrounding skin protected by a shield of sheet lead. The 
exposure was made at 2 p. m. on March 14, 1903; that evening 
her suffering was so great that Dr. Fleming was called; he found 
the diseased area redder than common, swollen and edematous, 
the appearance being much like that of erysipelas. Further 
radiation was decided against and after a week or two, when 
the inflammation had subsided, Dr. Fleming excised the affected 
tissue. Dr. S. was very much surprised when he learned of the 
condition and was disinclined to attribute it to the x-ray. He has 
given many thousand radiations and. has never seen a reaction 
occur in anything like so short a time as this,. but of course his 
experience had not included a case of kraurosis vulvae. He be- 
lieves, tho, that if the ray did have this effect, the rubbing and 
cleansing which the patient had given the parts must have had 
an influence also. 


Indications for Vaginal Drainage. 

In discussing this subject Dr. Thomas J. Watkins, of Chicago, 
says it is proper to make free vaginal incision (not mere punc- 
ture) in pelvic abscesses in acute cases, if they be in close prox- 
imity to the vaginal wall, and when it is not possible to open 
the abscess extra-peritoneally thru an abdominal incision 2nd in 
which the symptoms indicate great danger in delaying operation 
until the suppuration extends to the floor of the pelvis. It is also 
permissable in all circumscribed, large chronic abscesses, with 
small amount of inflammatory exudate, which can be easily 
opened thru a vaginal cut. The gonorrheal cases are usually 
bad subjects for this kind of operation as the gonococci may give 
trouble. Only a small percentage of cases of pelvic suppuration 
should be operated on during the febrile period and when opera- 
tion is required at that time it should usually consist of vaginal 
section and drainage. In case of hematocele a free vaginal in- 


cision should be made for the purpose of evacuating the blood 


and of determining whether the operation shall be completed by 
drainage or by removal of the affected tube from above. The 
danger of hemorrhage is slight if the wall of the hematocele is 
not disturbed. It should also be the treatment when the hema- 
tocele has been infected. The vaginal operation is also of great 
value in puerperal infection, excepting, of course, in some cases 
of gonorrheal infection. Vaginal section and drainage are indi- 
cated also in all cases where there is an inflammatory mass or 
suspicion of one posterior to or at the side of the uterus when 
the progress of the case is unfavorable after careful attention 
has been given to the uterine cavity. The operation when care- 
fully done can produce little or no harm and will determine the 
exact condition of the organs, and if suppuration is found, give 
the patient the best possible chance of recovery. 


Some Phases of Hysteria. 

Hysteria is of such importance in gynecologicz1 work that 
it is well to remember that Dana groups the main objective 
symptoms under five heads: the anesthesias, contractures, pal- 
sies and tremor, the attacks and the peculiar mental state. The 
syndrome is most often associated with the traumatic organic 


lesions, but may appear also with various brain and spinal 
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troubles and more rarely with inflammatory diseases of the 
nerves. The anesthesias are the most mobile and amenable to 
remedial measures. The paralyses indicate a deeper and more 
stable affection, and practically are always associated with anes- 
thesias, often with tremor, and show a much greater tendency 
to become fixt. The contractures may be fugacious and irregu- 
lar, like anesthesias, in the so-called contracture diatheses, but 
in the severer types they are often more distant and difficult to 
manage than the paralyses. The mental state of the hysterical 
is the most profoundly establisht of ell; it is inherent in the 
mental make-up of some individuals. He classifies the anesthe- 
sias as unilateral and segmental, tho often combined. It is only 
in hysteria that we have complete anesthesia. The paralyses are 
usually easily recognized, the general character of the hemiplegia 
and absence of face involvement and lessened reflexes is well 
known. The retention of superficial reflexes which are absent 
or modified in organic hemiplegias, is a point he insists upon. 
Hysterical paraplegia is rare, tho Dana does not deny its exist- 
ence; the paralyses are usually mono- and hemiplegias. The 
contractures are often puzzling; they come on suddenly with- 
out pain or exaggeration of reflexes, no morning relaxation and 
there is active resistance to reduction. Occasionally they may be 
associated with pain and be free from characteristic anesthesia. 
The mental symptoms are varied, including subconscious acts, 
fixt idezs, amnesias, etc. There is a kind of dementia, mental 
enfeeblement with mental depression, underlying the mental in- 
activity and lact of interest. This does not refer to the ordi- 
nary “hysterical woman,” who is usually only a very emotional, 
selfish, and very foolish creature. The attzcks, or crises of hys- 
teria, are, of course, characteristic enough phenomena, but are 
relatively uncommon in major hysteria. In the diagnosis of 
hysteria the anesthesia is the most certain criterion, and the 
paralyses are usually admitted as good helps. The contractures 
and tremor are more puzzling, but the associated symptoms clear 
them up. The mental state is generally recognized, when it 
shows a sharp differentiation from the ordinary condition. The 
anesthesia of hysteria without much or any paralysis, is usually 
curable. Profound paralysis is much more serious. The mental 
state is the worst of all to readjust. 


Vesico-Vaginal Fistula. 


In operations for relief of this trouble Rose says (Philadel- 
phia Medical Journal) there are three conditions which are essen- 
tial to success: (1.) The operation must be technically perfect 
—that is, the line of suture must be watertight, no fistulae must 
be left behind. (2.) The cure must result in restoration of the 
bladder function. (3.) The cure must be a permanent one. 
The plan of preparing the edges of the fistula, as originally de- 
vised by Dieffenbach, has not been carried out by others, nor was 
it adhered to by Dieffenbach himself, which probably accounted 
for his many failures. He advised originally that the combined 
wall of bladder and vagina be split apart,.this method being after- 
ward taken up in America. Also that the bladder be wounded 
as little as possible, and that the bevelled border of the vaginal 
wound be made as wide as possible. He also advised that the 
sutures be so passt that they would be protected from the urine 
by the unwounded portion of the bladder, and would also pre- 
vent the entrance of blood from the wound into the bladder; 
also that they should never perforate the mucous membrane of 
the bladder. The use of the permanent catheter came at a later 
period. Simon advised extensive paring of the bladder as well 
as of the vaginal fistula. He often had failures, and the fistula 
being necessarily larger than at first, the patient was made worse. 
The reason why an operation for fistula, even tho properly done, 
so often fails is, in part, the extreme mobility of all the tissues 
which are involved, in breathing, coughing, vomiting, urinating 
and defeceting; and, in part, the insufficiency and the tension 
of the tissues. The most difficult cases to treat are those in 
which the fistulae are so large that the ureter is involved, or 
a portion of the lower wall of the ureter is cut away in preparing 
the fistula for closure. They often refuse to heal after many 
operations, and the author feels justified in such cases in clos- 
ing the vagina and making an opening into the rectum, allow- 
ing urine and menstrual blood to make its exit by this channel. 
Several patients have been operated on by the author in this 
way, and have been able to earn their living, and to live with 
comfort such 2s was not possible with the vesico-vaginal fistula. 


For Menopausal Headache. 

Leuf, of Philadelphia, says (Medical Summary) that many 
ceses of menopausal headaches yield to aconite, in drop doses 
of the tincture, given hourly or half hourly until effective. If 
elimination is effective, five drop doses of the wine of colchicum 
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often gives surprising relief. Severe throbbing headaches are 
often quickly relieved by veratrum viride, of which five or ten 
drops-of the fluid extract may be given at hourly intervals until 
effective, and continued thereafter as needed. If the pain is due 
to excitement, there is nothing better than one of the bromides, 
one-half drachm in a goblet of water. 


Cancer of Vagina From a Pessary. 

New York Medical Journz] notes a case in the practice of 
Maly of a woman, sixty-seven years of age, who had worn a ring 
pessary for thirty-nine years. The patient had occasionally re- 
moved it for cleaning purposes. When she presented herself, she 
had a huge cancer of the vagina involving all its walls, which 
contained a furrow into which the pessary fitted exactly. The 
case was. inoperable. The euthor points to the long-continued 
wearing of the pessary with its constant irritation as the point 
of origin of the cancerous growth. He reports six similar cases 
found in literature. 


‘Abdominal Section During Pregnancy. 

Dr. Henry Carstens, of Detroit, has had the following opera- 
tions during pregnancy: Appendicitis, 5 cases; fibroids, 4; 
hernia, 1; abdominal hysterectomy, 1; ovariotomy, 3; vaginal 
hysterectomy, 3, and miscellaneous 3, or altogether 20 cases and 
5 deaths, so that the mortality was 25 per cent. This included 
all his cases. He thinks that the mortality should be far less 
than this under more favorable circumstances than he has had 
to contend with; in fact believes that all acute diseases requir- 
ing prompt operation can be operated on just as well as if preg- 
nancy did not exist. Tumors that would interfere with labor 
should in all cases be operated on, as there is far less danger 
attacht to their removal during pregnancy than there is by non- 
intervention and letting the woman go to full term. He has seen 
most lamentable cases of the latter kind. Tumors above the 
brim of the pelvis, or which could be shoved above the brim 
of the pelvis need not be interfered with; still, as a rule, all 
tumors take on a very rapid growth during pregnancy, and the 
increase in size might interfere with the various functions of 
life and then surgical intervention is required. 


Retrodisplacements of the Uterus. 

Dr. A. H. Goelet, Professor of Gynecology in New York 
School of Clinical Medicine, expresses the belief that the most 
frequent errors in the treatment of posterior displacements of 
the uterus arise from a misconception of the causes of the dis- 
placements. It should always be remembered that the chief 
uterine supports are the broad, the round, and the uterosacral 
ligaments; also that the integrity of the pelvic floor and of the 
vaginal walls is very essential to a correct position of the uterus. 
Both in the non-surgical and the surgical treatment of these dis- 
placements, the importance of the uterosacral ligaments is con- 
stantly lost sight of. For instance, when the ordinary retrover- 
sion pessary is introduced into the vagina to rectify a retrover- 
sion of the uterus, if it corrects the displacement it stretches and 
still further lengthens these ligaments, and therefore tends to 
retard rather than facilitate a cure; also when the round lig2- 
ments are shortened with the intention of curing a retroversion, 
the operation fails because the loss of support of the uterosacral 
ligements is not taken into account and is not remedied, and 
the uterus sags down in the pelvis tho its fundus may be held 
forward by the shortened round ligaments. He says of retro- 
flexions that if they are of not too long standing and not adher- 
ent, they may sometimes be cured by instituting dilation of the 
canal with curetege of the uterus, and then introducing a drain- 
age stem to straighten and change the condition of the uterine 
walls, which maintain the posterior inclination of the fundus; 
this initial step to be followed by proper use of tampons and 
pessary. But when the retroflext uterus is also retroverted, the 
best plen after overcoming the flexion is to shorten the utero- 
sacral ligaments; or in extreme cases ventral suspension may 
be required. Shortening the round ligaments, he thinks, is appro- 
priate only in uncomplicated retroflexion, as the abdomen should 
not be opened for this operation. If the retroverted uterus is 
also prolepst and there is a cystocele, a cure is most certainly 
obtained by ventral suspension (not ventral fixation, a procedure 
which, he contends, should be condemned). In Goelet’s experi- 
ence this operation has not proved a barrier to pregnancy or 
labor. When properly done the result is not a uterus fixt im- 
movably to the abdominal wall, but it swings in an easy, anterior 
position, and occupies very much the same position as when the 
round ligaments have been shortened. He has had several cases 


complete labor at term within a year after operation without 
complication. 
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